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THE ANNUAL MEETING 


The Louisiana State Medical Society was organized in 1878 by a group 
of the outstanding doctors of Louisiana, men who were broad in vision and 
definite in action. Many of these men were active in fighting and contend- 
ing against the horrors of the carpetbagging days. These men knew and 
realized an organized profession would be able to accomplish much for the 
good of the populace as well as strengthen the medical profession itself. Since 
the days of the organization of the State Society, there have been held al- 
most yearly meetings at which the business of the Society was conducted by 
the House of Delegates and at which scientific papers were presented for the 
edification and instruction of the membership. These meetings have occurred 
for the most part regularly and without interruption. At times cataclysms of 
nature, as mentioned in the minutes, caused meetings to be called off on ac- 
count of crevasses. These occurred in 1882, 1890, and 1897. In recent years, 
1920 and 1932, the American Medical Association met in New Orleans and 
there were no scientific meetings of the State Society. In 1933, at the height 
of the depression, again the scientific meeting was deleted, although the busi- 
ness meeting was held. 


Now our country is engaged in a great war, a war so extensive, so wide- 
spread and so appalling that it is beyond the concept of most men. All the 
energies of the nation should be directed towards the winning of this war to 
enable us to live as free men in a democratic state. The officers of the or- 
ganization felt that a meeting, other than solely for the purpose of transact- 
ing business, should be done away with in this, the second year of the global 
war. The officers know that more than 300 of our members are serving under 
the flag of their country and they know that the remaining Louisiana doctors 
have had to take over the work of those who have gone. To these burdens 
has been added an influx of workers in war industry who have swelled mate- 
rially the population of some Louisiana cities and the state as a whole. For 
these reasons they deem it advisable to do nothing more than meet, conduct 
the necessary business and adjourn. 


Many of the members of the Society will miss the annual convocation at 
which time not only has there been a feast of learning but also much good 
cheer and good fellowship. Let us hope that this depressing war will be 
over soon and that victory will be ours, so that again we may return to the 
normal flow of our activities. 
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SOME CUTANEOUS MANIFESTA- 
TIONS OF SYSTEMIC 
DISORDERS* 


ADOLPH B. LOVEMAN, M. D. 
LOUISVILLE, Ky. 


The skin has been appropriately called 
the mirror of the body,' in that it reflects 
the internal condition of the individual in 
states of health and of disease. Dermatol- 
ogy, as did so many specialties, had a rather 
poor start. Hebra,” the true founder of our 
specialty, was more of an externist than an 
internist and certainly a pure morphologist. 
He was a keen observer but lacked the abil- 
ity to correlate his cutaneous findings with 
systemic disease. It was he who gave to 
many of the cutaneous diseases the names 
before which some of you stand in awe. 
Naturally such a specialty could not live as 
such, and so it began to diverge from other 
branches of medicine, developing its own 
peculiar pathology and methods of therapy. 
Times have changed considerably, however, 
in the past few decades, and the pendulum 
is now swinging in the other direction. 
Dermatology is no longer considered a spe- 
cialty set off to itself but, in reality, is 
thought of as a branch of internal medicine 
and, as each day passes, there will be noted 
more evidence of cutaneous manifestations 
of systemic disease. 

If such diseases as the acute bacterial, 
mycotic and parasitic infections, benign and 
malignant tumors, and the contact dermati- 
tides could be excluded, it might be said 
that practically all dermatologic conditions 
are of endogenous origin. Even the so- 
called essential diseases as lichen planus and 
psoriasis will probably, in the very near 
future, be shown to be outward expressions 
of some internal visceropathy. Originally 
it was taught that the skin possessed only 
such stereotyped physiologic functions as 
protection against mechanical and chemical 
insults, regulation of body temperature and 
secretory and excretory functions. Today, 
however, this has become more expansive 

*Read before the sixty-third annual meeting of 


the Louisiana State Medical Society, New Orleans, 
April 29, 1942. 


as the development of medicine in general 
has progressed. The subcutaneous tissues 
act as storehouses for water and glucose.* 
The outer skin, in some manner—with the 
aid of sunlight — converts certain provita- 
mins into vitamins. The pigment layer is 
definitely related to vitamins A and C; the 
reticulo-endothelial system of the skin is 
vitally linked with the development of im- 
munity, and the entire cutaneous surface 
may be considered a testing laboratory for 
numerous biologic phases of disease, (i. e. 
Schick, tuberculin and tricophytin tests). 

Time will not permit a detailed discussion 
of the many cutaneous expressions of sys- 
temic disorders. Even if it were possible, 
this would have to include such conditions 
as the causes of hyper-pigmentation, the 
chronic infectious granulomata, the acute 
exanthemata, toxic and focal infective pro- 
cesses, drug eruptions, endocrine and meta- 
bolic disturbances, vitamin deficiencies and 
diseases of the hematopoietic system. | 
should, however, like to develop the theme 
suggested by the above and discuss in detail 
two phases of this interesting subject, 
namely; drug eruptions and the lympho- 
blastomas. 
DRUG ERUPTIONS (DERMATITIS MEDICAMENTOSA) 

By dermatitis medicamentosa is meant 
an eruption produced by the absorption and 
hematogenous spread of a drug or its split 
product. This absorption may take place 
by injection, ingestion, instillation or in- 
unction. Fundamentally, irrespective of 
our specialties, we are first of all physi- 
cians and, as such, prescribe drugs. We 
are, therefore, at times responsible for 
many of the eruptions seen by the derma- 
tologist and other physicians and, hence, 
should be familiar with some of the more 
common types; their mechanism of produc- 
tion, and some of the misconceptions about 
drug eruptions in general. There is not a 
drug yet synthesized, or found free in na- 
ture, to which someone, either now or in 
the future, will not be known to possess 
some cutaneous or mucosal hypersensitivity. 

DIAGNOSIS OF DRUG ERUPTIONS 

One of the most important prerequisites 

in arriving at a correct diagnosis is to ascer- 
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tain a careful and dependable history. Fre- 
quently, unless one questions the patient 
specifically, he may fail to elicit a history 
of drug ingestion. In securing an adequate 
history, therefore, one should not be content 
to ask the patient whether or not he takes 
any drugs but instead, ask him if he has 
headaches and, if so, what he takes for 
them; if he is constipated and, if so, what 
cathartic he employs; what he does for his 
insomnia if he has difficulty sleeping; 
whether or not he is particularly nervous 
and, if so, ascertain the type of “tonic” 
In this manner, the chances of ob- 
taining an accurate history will be greatly 
enhanced. 


taken. 


Among the more common characteristics 
of all drug eruptions may be mentioned the 
following: 

1. Bright Color and Sudden Appearance: 
Practically all cases of dermatitis medica- 
mentosa exhibit a bright vivid color at the 
onset. Likewise, the sudden appearance of 
an eruption in an otherwise normal indi- 
vidual is highly suspicious of dermatitis 
medicamentosa. 


2. Symmetry and Widespread Distribu- 


on: In spite of the occasional bizarre na- 
ture of the distribution, it is quite often 
widely spread and symmetrical areas are 
involved. 

3. Symptoms: One of the most impor- 
tant characteristics of a drug eruption is 
the mildness of the symptoms compared 
with the extensiveness of the eruption. I 
am always suspicious of dermatitis medica- 
mentosa when an extensive eruption ap- 
pears suddenly in the absence of anything 
except the mildest of symptoms. Although 
this is usually true, yet I have seen indi- 
viduals critically ill with high fever, nausea 
and accompanied by a rather marked de- 
hydration. Usually such individuals re- 
cover, although many deaths have been re- 
ported as a result of drug medication. 
Membrane Lesions: If one 
examines the mucous membranes thorough- 
ly in all cases of dermatitis medicamentosa, 
one will be surprised at the frequency of 
involvement. Such manifestations vary 
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from small maculo-papular erosive lesions 
to a bullous or even gangrenous stomatitis. 

Why the particular pattern of an erup- 
tion varies in different individuals is not 
known. It is well recognized, however, that 
the same drug may produce a different type 
of eruption in different individuals, where- 
as different drugs may produce the same 
type of eruption in some persons. Iodides, 
for example, usually produce a so-called 
pustular or acneform eruption in most per- 
sons but they may produce, in still others, 
blastomycotic purpuric or even urticarial 
lesions. Furthermore, morbilliform or scar- 
latinaform eruptions may be elicited by 
many drugs such as the barbiturates, qui- 
nine, the sulfonamides, aspirin and arsphen- 
amine. In spite of the above seemingly 
confused state of affairs, most drugs do 
produce certain distinct types of eruptions 
and thus enable us to predict the particular 
drug employed. Below are listed some of 
the more common types.‘ As more drugs 
are synthesized, naturally this list will in- 
crease. 

SOME OF THE MORE COMMON TYPES OF DRUG 

ERUPTIONS 
(Modified from Sulzberger) 

1. Hezematous eruptions—arsenic, mer- 
cury, quinine. 

2. Urticarial eruptions—atropine, bella- 
donna, bromides, the morphine group, 
iodides, phenacetin, phenolphthalein, salicy- 
lates. 


9 


3. Erythematous eruptions 





antipyrine, 
arsphenamines, barbiturates (barbital, lum- 
nal), belladonna, phenacetin, quinine, sa- 
licylates, sulfonamides. 

4. Dermatitis eafoliativa 
mines, heavy metals. 


arsphena- 





5. Erythema multiformi-like eruptions— 
antipyrine, phenolphthalein, salicylates. 

6. Erythema nodosum-like eruptions — 
iodides, bromides and the sulfonamides. 

7. Acneform furunculoid 
bromides, iodides. 


eruptions — 


8. Ulcerative and vegetating eruptions 
—bromides, iodides. 

9. Hemorrhagic eruptions—adalin, anti- 
pyrine, arsphenamines, copaiba, ergot, 
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iodides, quinine, salicylates, sedormid, sul- 
fanilamide. 

10. Photosensitizing eruptions—acrifla- 
vin, gold, sulfanilamide. 

11. Pigment producing eruptions — ar- 
senic, bismuth, gold, silver, mercury. 

12. Vesicular and bullous eruptions—an- 
tipyrine, arsenic, bromides, chloral, iodides, 
luminal, phenolphthalein, quinine, salicy- 
tates. 

13. Fixed and circumscribed pigmented 
eruptions — alurate, antipyrine, arsphena- 
mines, phenolphthalein, sulfanilamide, vero- 
nal. 

MISCONCEPTIONS ABOUT 
ERUPTIONS 


SOME COMMON DRUG 
It is not at all unusual, after having once 
diagnosed a case as a drug eruption, to be 
informed by the patient that such could 
not be so because the drug had been taken 
frequently for many years and that nothing 
had happened heretofore. The patient’s 
statement, although true, is easily ex- 
plained. The incubation period, during 
which time the particular individual be- 
comes sensitized to the drug, varies in dif- 
ferent people. The cutaneous response to 
an allergen seldom, if ever, occurs the first 
time a drug is taken. Dermatitis medica- 
mentosa is a form of allergy and, by defi- 
nition, allergy implies an altered reaction— 
one different from the normal—as a result 
of subsequent contacts with some allergenic 
substance. Thus, newborn infants respond 
negatively to tests with poison ivy extract, 
trichophytin and tuberculin and only di- 
verge from the normal as they become ac- 
quainted with, and hence sensitized to, these 
particular substances. The same thing is 
true with drugs. The incubation period 
may vary from five or six days to as long 
as several years. It is likewise rather dif- 
ficult to explain to patients how they may 
have a drug eruption when they have not 
taken any drug for a period of several 
weeks. Not only is it possible for this to 
occur, but I have seen patients flare up 
months or even years after discontinuing 
the drug. The best example of this is seen 
in the recurrent exfoliative dermatitis at- 
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tacks from arsphenamine occurring at in- 
tervals for several years. 


Another very unusual aspect of drug 
eruptions is the persistence of certain types 
of eruptions for months after all of the 
drug has been discontinued. One of the 
best examples of this is seen in the vegeta- 
tive lesions following the ingestion of bro- 
mides. Not only does this type of drug 
eruption persist for an indefinite period of 
time, but it may appear for the first time 
many months after the drug has been dis- 
continued. 

Although the initial incubation period 
varies from several days to weeks, aver- 
aging six to ten days, this is not true of 
subsequent attacks. As a rule. after one 
becomes sensitized to a particular drug, 
there is a flare-up within 24 hours after 
subsequent doses. I have seen reappear- 
ance within several hours after oral medi- 
cation and, within a few minutes following 
intravenous injection. This is not always 
true, however, for refractory periods do 
exist. I recently saw a case in which the 
eruption had been proved to be due to sul- 
fanilamide, reproduced on three occasions, 
and yet, after several months, the drug was 
tolerated even in large doses without cuta- 
neous or mucosal manifestations. The pro- 
duction of a drug eruption, therefore, is 
not always dependent upon the size of the 
dose. Large doses may, at times, fail to 
elicit a reaction in persons known to pos- 
sess cutaneous hypersensitivity, whereas 
infinitesimal amounts may bring forth a 
response. An example of an infinitesimal 
amount of drug producing an eruption fol- 
lows: 


A fixed eruption® on both palms accom- 
panied by a sore tongue resulted each time 


a particular patient took barbital. She was 
hospitalized on one occasion at which time 
her obstetrician gave her a 5 grain (0.32 
gm.) tablet of barbital. Almost immedi- 
ately there was an emesis and the tablet 
‘ame up well formed. Within the next 12 
hours, however, the patient presented the 
fixed eruption involving the palms. 

In concluding this brief discussion of 
drug eruptions, I should like to emphasize 
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that drugs may simulate practically any 
organic or functional disorder and, further- 
more, that the skin is not the only organ 
at which drug insults are directed. Jaun- 
dice, granulocytopenia and purpura are 
quite frequently encountered following cer- 
tain drugs. Likewise, headaches, recurrent 
pain in the brachial plexus and parasthesia 
of the tongue have been reported as result- 
ing from individual drug sensitization. A 
patient was recently seen who had pain in 
the same tooth following each injection of 
mapharsen,” and I was recently informed 
of a peculiar type of severe nerve pain re- 
sulting from sulfapyridine. These are but 
a few examples of known non-dermatologic 
aspects of drug allergy. It is quite con- 
ceivable that meny heretofore unknown 
visceral complaints may likewise be of drug 
origin. 
THE LYMPHOBLASTOMATA 

The term lymphoblastoma is used to 
designate certain diseases of the hemato- 
poietic system. Those which give rise to 
cutaneous manifestations include the leu- 
kemias (lymphogenous, myelogenous and 
monocytic), Hodgkin’s disease, mycosis 
fungoides, lymphosarcoma, and _ non-leu- 
kemic malignant reticulo-endotheliosis. To 
illustrate that we are not dealing with a 
rarity in this discussion, I might mention 
that various authors list cutaneous lesions 
as occurring in from 10 to 40 per cent of 
cases of various types of lymphoblastoma.° 
It should be emphasized at the beginning 
of this discussion that we are attempting to 
discuss only the cutaneous manifestations 
of the lymphoblastomas as a group. The 
difficulties and relative unimportance of 
making a specific diagnosis as to the spe- 
cific type of lymphoblastoma will be dis- 
cussed later. 


There are, in general, two types of cuta- 
neous reactions produced by the lympho- 
blastomas, namely the so-called specific and 
the non-specific (toxic). The specific type 
implies that the same type of histologic pic- 
ture exists in the cutaneous lesions as is 
present in the blood, lymph nodes or in- 
volved viscera. This may manifest itself 
as papules, nodules, plaques, ulcers, tumors 
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or even as a generalized exfoliative derma- 
titis. The non-specific eruption may be 
eczematoid, erythematous, urticarial, her- 
petic, purpuric or else may show localized 
or generalized hyper-pigmentation, dystro- 
phic changes in the hair and nails or even 
a complete alopecia. Any of these cuta- 
neous manifestations may precede, accom- 
pany or follow their demonstrations else- 
where in the body. It is not my purpose to 
discuss in detail the various cutaneous 
manifestations of these individual diseases. 
I wish, however, to emphasize one cuta- 
neous finding so common to these diseases 
as a group that whenever it is observed, one 
should be very suspicious that he is dealing 
with one of the lymphoblastomas. This 
finding is a generalized exfoliative derma- 
titis or universal scaly erythrodermia. 
Whenever such a condition is encountered 
in which there is no history of arsenic in- 
gestion, and which persists in spite of 
bland therapy, it should be regarded as be- 
longing to one of the malignant lymph- 
adenoses until definitely ruled out. If this 
is accompanied by an enlarged liver or 
spleen, generalized lymphadenopathy and 
fever, the diagnosis is practically clinched. 


According to Montgomery,® more than 
one-third of the cases of generalized ex- 
foliative dermatitis, or universal scaly ery- 
throdermia, appearing in individuals past 
40 years of age, are due to one of the lym- 
phoblastomas. 


Since Keim’ first called the dermatolo- 
gists’ attention to the importance of the va- 
rious lymphoblastomas, many excellent pa- 
pers have been written.* * 1° 11,1°.13 The 
general concensus today emphasizes the 
close inter-relationship between these vari- 
ous diseases. It is not at all unusual to 
diagnose clinically and histologically a par- 
ticular case as Hodgkin’s disease, see it 
eventually develop a specific leukemic blood 
picture and then at postmortem examina- 
tion have the same pathologist report the 
case as a typical lymphosarcoma. Accord- 
ing to Wile,'* these diseases “may so closely 
simulate each other that a clinical diagnosis 
must, on occasion, be changed from time to 
time in the course of the disease.”’ 
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Perhaps the greatest aid in the diagnosis 
of the lymphoblastomas is the early skin 
and lymph gland biopsy, along with bone 
marrow studies. 

With the recent introduction of perito- 
neoscopy, the dermatologist has another 
valuable method of securing additional 
diagnostic evidence. Thus, the skilled sur- 
geon proves almost indispensable in many 
of these cases. 

This biopsy is often quite characteristic, 
usually showing a marked hyperplasia and 
the same type of lymphoblastic cell as is 
seen in the blood and involved viscera. Nu- 
merous cases have been so diagnosed from 
biopsy years before there was other clinical 
evidence to substantiate this specific diag- 
nosis. A negative biopsy report does not 
however, rule out cutaneous lymphoblas- 
toma. Quite frequently exfoliative derma- 
titis and lymphadenopathy at first reveal 
histologically only simple inflammatory 
changes. Later, in the course of the disease, 
however, a lymphoblastomatous infiltration 
usually develops. Just as there are muta- 
tions and inter-relationships clinically in 
these diseases, so are there pathologically. 
Frequently the biopsy will reveal only a 
non-specific type of lymphoblastoma — the 
specificity of which may never be diagnosed 
conclusively or, if so, only by correlation of 
the clinical, histologic and hematologic find- 
ings. 

CONCLUSLONS 

Only a superficial discussion of this sub- 
ject has been attempted. The dermatolo- 
gist should be able to recognize systemic 
disease and correlate his cutaneous findings 
accordingly. He should not hesitate to call 
upon the surgeon, the internist or patholo- 
gist to aid him in his attempts to establish 
an accurate diagnosis. On the other hand, 
a fundamental knowledge of certain cuta- 
neous disorders is absolutely essential to the 
surgeon and internist for their successful 
practice of medicine. 
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DISCUSSION 

Dr. J. K. Howles (New Orleans): One thing 
I want to point out is the fact that we will prob- 
atly be encountering from now on, from the in- 
troduction of new proprietary preparations, from 
vitamins, and sulfonamide therapy, many peculiar 
and bizarre dermatoses. Bear that fact in mind 
be sure to weigh and reweigh the entire pic- 
ture of the patient’s general condition. 
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THE USE AND ABUSE OF POSTERIOR 
PITUITARY EXTRACT IN OB- 
STETRICS* 


E. L. KING, M. 
NEW ORLEANS 


D.; 


This topic has been discussed so often 
that it hardly appears worth while to men- 
tion it again, but I am prompted to do so 
because of the gradually developing ten- 
dency to resort to the use of this prepara- 
tion more freely in the conduct of labor. 
it was felt that the matter was of suffi- 
cient importance to justify a symposium on 
this subject at the 1940 session of the Amer- 
ican Medical Association, and those partici- 
pating in this discussion were very much 
in accord regarding the major points. The 

“Read before the sixty-third annual meeting of 
the Louisiana State Medical Society, New Orleans, 
April 29, 1942. 

+From the Department of Obstetrics, Tulane 
University of Louisiana, New Orleans. 
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question is, whether the policy of absolute 
abstention from the use of this extract in 
labor is the proper one, or whether we 
should relax the prohibitions under certain 
conditions. 

The discussion of the use of posterior 
pituitary extract concerns its employment 
in: (a) the induction of labor; (b) the first 
stage; (c) the second stage; (d) the third 
stage. Cases falling into these groups pre- 
sent varying problems, so it is best to con- 
sider each heading separately. 

The use of this preparation in the induc- 
tion of labor was popularized by Watson’s 
publication? in 1922. He advocated the 
following system: (a) castor oil, one ounce; 
(b) 10 grains of quinine sulphate one hour, 
three hours, and six hours later, with an 
enema between the first and second doses. 
If labor did not deveiop after a wait of six 
to nine hours, 1/2 ¢c.c. of posterior pituitary 
extract was given, and this dose was re- 
peated every half hour until labor began, 
or until six doses had been administered 
without effect. It was soon found that 
these large doses of pituitary were not with- 
out risk, and that quinine in this dosage 
was actually or potentially dangerous to the 
baby. The method was modified by many 
obstetricians, and has been almost entirely 
supplanted by Slemon’s® method, employ- 
ing castor oil, quinine, and rupture of the 
membrane. In using this technic, we must 
be sure that the head is engaged (it is best 
not to try it in breech cases), and that the 
cervix is soft and partly effaced. Red- 
doch’s modification consists in eliminating 
the quinine and adding the use of one minim 
doses of pituitary extract every half hour 
after the rupture of the membranes until 
labor begins or until six or eight doses have 
been given without effect. If no effect is 
produced, the amount may be increased to 
two, or possibly three minims after the 
third or fourth dose; a larger quantity is 
never used. The drug is discontinued as 
soon as labor begins. In properly selected 
cases (head well down and cervix soft and 
partly effaced), labor usually develops 


promptly, but if delayed will ensue in 24 to 
48 hours. 


In a patient with a long cervix 
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or an unengaged head, or in a breech pres- 
entation, the membranes are not ruptured, 
otherwise the method is employed as out- 


lined. If induction fails, the. attempt may 
be repeated two or three times, or another 
method may be used. It has been found 
that posterior pituitary extract, employed 
in some such manner for the induction of 
labor, is safe and efficient. The ironclad 
rules are: (1) that it should be used only 
in one or two minim doses; (2) that it must 
be discontinued as soon as labor begins, and 
(3) that not more than six to eight doses 
are to be given in any one trial. The larger 
amounts formerly advocated produced at 
times overstrong contractions with danger 
to mother or baby. I might remark here 
that in induction, as well as in the stages 
to be considered next, the intranasal method 
of Hofbauer’? may be employed. This con- 
sists of the insertion of a cotton pledget, 
moistened with 1/4 to 1/2 c.c. of the ex- 
tract, beneath the inferior turbinate bone. 
The solution is readily absorbed, and the 
action may be stopped by withdrawing the 
cotton. 

A considerable controversy has arisen 
over the question as to the advisability of 
the use of posterior pituitary extract in the 
first stage of labor. All are agreed that 
there is no reason or justification for 
its employment if iabor is proceeding nor- 
mally. When the pains are of good char- 
acter, the presenting part has engaged 
properly, and the cervix is effacing and 
dilating satisfactorily, there is certainly no 
indication for trying to accelerate the proc- 
ess. If the pains are good, but the cervix 
is not effacing and dilating as it should, it 
is particularly unwise to administer pitui- 
tary extract, for thus we would be subject- 
ing both the baby’s head and the mother’s 
uterus to undue, and at times dangerous, 
pressure. Intracranial damage, severe lac- 
erations of the cervix, even rupture of the 
uterus, might result from the overstrong 
contractions acting against undue resist- 
ance. 

On the other hand, if the pains are ir- 
regular, infrequent, and weak, that is if 
the picture is that of primary uterine in- 
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ertia, it would appear logical to try to stim- 
ulate the uterus to better function. There 
are various methods which might accom- 
plish this, such as castor oil, a hot enema, 
a warm bath, quinine, calcium, or quinine 
If these methods 
fail, the question of the use of posterior 
pituitary extract arises. Personally, I pre- 
fer not to employ it, and very rarely do so. 
This is the attitude of the various members 
of the visiting and resident staffs of the 
Charity Hospital. Perhaps we are leaning 
over backwards. From the A.M.A. symposi- 
um, and the that followed, it 
would appear that the carefully controlled 
use of this preparation, in small doses, is a 
safe procedure in the treatment of inertia of 
the uterus. Murphy," after studying the 
uterine contractions with the tocograph, 
concluded that in inertia the dose should be 
one-half to one minim, and never over two 
minims. He stated that this amount 
not produce tetanic contractions, but that 
larger doses are liable to do so. His charts 
that the effect of this stimulation 
iasts as a rule for about 30 minutes, after 
which time it is safe to repeat the injec- 
tion, if indicated. We must be on our 
guard, however, for an occasional patient 
will manifest an overaction from as small 
a dose as one minim, with very strong con- 
tractions, lasting one or two minutes, and 
an alarming irregularity of the fetal heart 
With careful watching, then, and 
the remembrance of the possibility of over- 
action, we may agree that, in the rare case 
of true primary uterine inertia in the first 
stage of labor, the cautious use of ls to 2 
minims of posterior pituitary extract 
(never more), is permissible. It should 
not be repeated until 30 or 40 minutes have 
elapsed, and then only if the effect of the 
previous dose has subsided. If the con- 
tractions are too strong, or if the fetal heart 
shows distress, ether by inhalation should 
be given to relax the uterus. 


and calcium combined. 


discussion 


does 


show 


tones. 


In the second stage of labor, the problem 
is somewhat different. We must again 
contend that if the labor is progressing 
normally, with satisfactory contractions 
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and proper advancement, this drug should 
not be employed. Lack of progress means 
either deficient contractions (secondary in- 
ertia), or obstruction to the presenting 
part, or malposition. Only in the first case 
is stimulation to be considered, limited if 
possible to those patients in whom the pre- 
senting part is still rather high. If the pre- 
senting part is well down, the preference 
is for forceps in head cases, and for ex- 
traction if the breech is presenting. If there 
is lack of descent due to inertia, attempts 
at stimulation of the pains are in order, 
and such methods as the enema, castor’ oil, 
calcium, quinine, alone or in combination, 
might be tried. If these fail, the cautious 
use of 's to 2 minims of posterior pituitary 
extract, as outlined above, may be resorted 
to, with careful watching of the condition 
of mother and child. I feel that it is safer, 
under such cimcumstances, to employ onl) 
enough of the extract necessary to bring 
the presenting part well down, and then to 
complete the delivery by forceps or breech 
extraction. In a _ primipara particularly 
the expulsion of the child by the action of 
pituitary alone is fraught with more risk 
than delivery by low forceps and episio- 
tomy. If this method is not feasible, as 
in one-man obstetrics in the home, the use 
of small, repeated doses of the pituitary ex- 
tract may be of value in expediting the 
labor and completing the delivery, with care 
not to hurry the process unduly. In such 
a case, episiotomy without forceps, when 
the head is distending the perineum, will be 
a useful expedient. Let me repeat that 
there should be no obstruction, no dispro- 
portion, and no malposition when posterior 
pituitary extract is used in the second 
stage of labor, otherwise the results may 
be disastrous. 


In the third stage, it is generally agreed 
that it is best not to give posterior pituitary 
extract until after the placenta is deliv- 


ered. Some obstetricians administer it dur- 
ing or just after the birth of the baby, feel- 
ing that this practice hastens the separa- 
tion and expulsion of the placenta and les- 
sens the blood loss. But let us remember, 
as Calkins‘ has shown, that the placenta 
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normally separates in from three to five 
minutes, and that blood loss can be mini- 
mized by keeping the uterus contracted by 
fundal stimulation, followed by prompt de- 
livery of the placenta when it becomes de- 
tached. Occasionally the early use of pitui- 
tary extract will result in incarceration of 
the placenta, and its delivery must be post- 
poned until the uterus has relaxed. Though 
this seldom occurs, its possibility has caused 
me to abstain from the use of the drug at 
this stage, and I prefer to withhold it until 
after the expulsion of the placenta. 


The dangers from the overaction of pos- 
terior pituitary extract are well known, and 
need be mentioned but briefly. On the 
part of the fetus, there may be intracranial 
injury, slight or serious, or even fatal in- 
tracranial hemorrhage, or asphyxia from 
interference with the placental circulation. 
The mother may sustain severe cervical, 
vaginal, or perineal lacerations, or a com- 
bination of these. Much more to be feared 
is rupture of the uterus. Many cases have 
been reported, due to the improper use of 
this extract, and many others have oc- 
curred which have not been recorded. Let 
is not forget that the woman who has had 
many babies may have a very friable 
iterus, and in such patients rupture is 
especially to be feared. Again, let us re- 
member that very strong contractions may 
follow the administration of 1 or 2 minim 
doses, so that we should always be prepared 
to stop such contractions with ether anes- 
Let us also remember that there 
is no satisfactory clinical or laboratory 
proof that the addition of thymus extract 
is of any advantage. In fact, it has been 
shown, clinically and experimentally, that 
the thymus-pituitary preparations depend 
ipon the pituitary content for their effic- 
iency, so we should employ them with all 
the precautions recommended for unaltered 
pituitary extract. Finally, let us recall that 
the advertising slogan “throw away your 
forceps and use pituitary”, which used to 
be displayed on the back covers of many 
medical journals, has long since been dis- 
carded by the manufacturers. 


thacis 
nesla. 


SUMMARY 

What, then, constitutes rational use, on 
the one hand, and abuse, on the other, of 
posterior pituitary extract? The proper 
use consists of its very occasional employ- 
ment, in small doses, in the first and second 
stages, as above outlined, where there is 
definite inertia and no obstruction or dis- 
proportion, with careful observation of its 
effect on uterine contractions and on the 
condition of mother and child. In the third 
stage, its use is best limited to its adminis- 
tration after the delivery of the placenta. 
The drug is improperly employed when it 
is used indiscriminately to hasten the labor 
for the doctor’s convenience, when dispro- 
portion is overlooked, malposition, or ob- 
struction, when doses greater than 1 or 2 
minims are employed and when there is 
neglect to observe its effect very carefully. 
Properly and carefully employed, under 
strict indications, it is useful and safe; im- 
properly used, it may produce serious in- 
jury or death of the fetus, as well as severe 
maternal lacerations, and even rupture of 
the uterus with its high mortality. Let us 
not forget that it is a powerful uterine stim- 
ulant, and let us respect it accordingly. 

DISCUSSION 

Dr. Harry Meyer (New Orleans): The subject 
of the use of pituitary extract is a very old one 
and yet each year there are a number of maternal 
deaths resulting from the indiscriminate use of 
these drugs. There are several points I would 
like to bring out. First of all, Dr. King has warned 
against the use of pituitary extracts after uterine 
contractions have begun. Too often we are prone 
to judge labor by the presence of pain. Frequently 
we will be in error and by relying upon this symp- 
tom many patients are given pituitary extract, 
having uterine contractions without presence of 
pain. This does not happen often but at times 
does occur and furnishes us with one possibility 
of uterine rupture. Not every case of labor is at- 
tended by pain. 

Secondly, in the past few years there have been 
a number of cases of hypersensitiveness to pitui- 
tary extracts reported. These have definitely been 
proved, not supposed cases. The pituitary extract 
most frequently is given during or following the 
third stage of labor when the patient is still anes- 
thetized. Many of these patients have been found 
to go into extreme degree of shock following use 
of extract as a result of a condition simulating 
anaphylactic shock. 
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Producing a rise in blood pressure and having 
an antidiuretic effect, there seems to be very little 
need for the use of whole pituitary extracts. Cer- 
tainly it is conrtaindicated in patients having any 
degree of toxemia. Pitocin, or the active oxytocic 
principle of pituitrin, is preferable. With this 
drug we must use much smaller doses than we are 
accustomed to use with whole strength extract or 
pituitrin. A dose of 1 minim repeated if necessary 
at 30 min. intervals is large enough usually to 
produce the result wanted. 

Some physicians recommend the use of this prin- 
ciple prior to the delivery of the placenta with the 
idea of hastening the third stage and limiting the 
blood loss. Here we must bear in mind the possi- 
bility of hour-glass contraction and complications 
in an otherwise normal third stage of labor. A 
very normal case can be turned into a complicated 
one. Simple palpation of the uterus to avoid intra- 
uterine or post placental hemorrhage will suffice 
until separation and expulsion of the placenta has 
resulted. 

Dr. C. M. Horton (Franklin): I hesitate to get 
into a discussion; I am not going to get into an 
argument with my specialist friends. However, I 
feel that there are certain conditions that arise in 
a country practice and certain things are neces- 
sary to be done in country practice that are not 
done and are not required in hospital practice. It 
is perfectly simple for the doctor to say to have 
the nurse or some assistant’ put a hand on the 
uterus to see how it is doing but those of us in the 
country frequently do not have any nurses and we 
do not have all these aids. I realize perfectly well 
the danger of the use of pituitary extract and I 
have so far never had any bad results; so far I 
have never had any ruptured uteri. I am well 
aware of the fact that I might have. Certainly, 
and I think all obstetricians in the country will 
agree, the use of pituitary has certainly reduced 
the number of cases in which we have to use for- 
ceps. It is a perfectly simple thing in the hospital 
to tell them to get forceps ready, and have some- 
body to give the anesthetic and do a low forceps. 
When you have to do your own sterilizing, and 
under bad conditions, I think the use of pituitary 
is indicated in those cases. I have never used more 
than 3 minims at a time and am always prepared 
to give chloroform after use, if there is undue or 
alarming contraction of the uterus. I am still 
using chloroform in obstetrics because of the lack 
of trained anesthetists and because of length of 
time required to produce anesthesia. When you 
can get obstetrical anesthesia with chloroform and 
use it carefully you do not have difficulty. 

Dr. Jos. W. Reddoch (New Orleans): Dr. King 
has thoroughly covered the obstetrical use of pitui- 
tary extract in a most capable and masterly man- 
ner. Several points, however, occur to me aside 
from the dangers of overdoses already mentioned, 
that might be worth emphasizing: 
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1. There is an occasional patient who is sensi- 
tive to the extract. After its administration, in 
this case, the patient evidences symptoms of shock, 
with a fall in the blood pressure, and rapid pulse. 
The uterus may or may not respond with violent 
contractions, and the baby may show some evidence 
of embarrassment. In all cases therefore, the 
initial dose should be small, and untoward signs 
watched for. 

2. Pituitary extract in the induction of labor 
where the membranes are ruptured as a part of 
the induction technic has not only shortened the 
interval between the time of rupture and the onset 
of labor, but these patients usually have had a 
much shorter and easier labor with fewer operativ: 
terminations of labor than those who have gon¢ 
into labor spontaneously. Its use here has to be 
carefully guarded, and stopped after the patient 
is definitely having uterine contractions recurring 
at increasing frequency. In this 
would like to warn against the 
sedation, which is prone to stop 
in a failure of induction. 


connection, | 
too early use of 
labor and 


result 
3. In the first stage, when the patient is having 
a few minor pains, I agree with Dr. King in the 
use of calcium or calcium and quinine. My experi- 
ence in this respect has been most satisfactory, and 
I feel quite sure that many patients can be spared 
the dangers of pituitrin by a trial of calcium glu- 
conate or calgluquine, should the pains become 
efficient. 

4. In the second stage its use should be limited 
to those cases where there is no disproportion, no 
malposition, but the pains are weak and ineffec- 
tual. Its use then should be confined to those cases 
where the presenting part is relatively high, and 
then given in small doses repeated frequently, if 
necessary using an episiotomy as the head ap- 
proaches the perineum. 

5. I agree completely with Dr. King relative to 
the third stage. Here an internal os may contract 
down so tightly that a separated placenta could be 
retained for several hours, if pituirin is admin- 
istered before the third stage. 

6. Finally, if pituitrin must be used, use it 
guardedly in small doses, repeating as the pains 
die out, carefully watching the condition of the 
mother and child after its administration. Remem- 
ber in the toxic case that pitocin is probably to be 
desired due to the absence of the vasopresser factor 
found in whole pituitary extract. Pitocin or pitui- 
trin most valuable obstetrical adjunct when 
properly used. But when misused it becomes a 
curse which may range from simple perineal and 
cervical tears, to a ruptured uterus and death on 
the part of the mother and from a rapid, irregular, 
fetal heart to serious intracranial injuries. 


is a 


Dr. John F. Dicks (New Orleans): I have en- 
joyed Dr. King’s paper very much. Although 
pituitrin has been much discussed in the past | 
think it a good idea to review its value and also its 





» use a large dose of pituitrin. 








ngers. Pituitrin, as Dr. King has outlined, 


hould always be used in small doses and repeated 


necessary. The only safe time to give a large 


lose of pituitrin is after the delivery of the pla- 


nta. It is a safer procedure to do an episiotomy 
d low forceps if there is a delay in delivery than 
3y the use of 
veeps there is less danger to the child, and tears 
iv be controlled. 

Dr. E. L. King (In Dr. 
ever and Dr. Reddoch mentioned the possible sen- 


closing): I am giad 


tivity to pituitary extract. I have not seen such 
tients but have heard of some. 

I have been asked to say something about the 
se of stilbestrol preliminary to the induction of 
We have 


It 


1’; whether it has any effect or not. 
und it does not have effect with a live baby. 
es seem to help in induction of labor when the 
iby is dead or in missed abortion. 

In reference to the question of giving ergot as 
shoulder is being born; this is being done in 


’ communities and has been tried out in the 
hicago Lying-In Hospital. Ergot works beauti- 
fully in 99 cases out of a 100 and shoves the 





combination 


lacenta and baby out; at other times you may 
ave to wait five or six hours because of imprison- 
ent of the placenta. Dr. Reddoch mentioned that 
the first and stages calcium or a 


very 


ften in second 


of calcium and quinine works 


At the Mayo Clinic calcium intravenously 


icely. 

as been used, employing calcium gluconate. We 
have used calgluquine intravenously and intra- 
iuscularly and have had nice results. Four to 


x ¢.c. given intramuscularly and repeated in two 
. doses every hour will help the patient out ma- 
rially and avoid use of pituitary. 

One other thing; pituitary may be used in cases 
’ inevitable abortion to expel the contents instead 
‘an invasion of the uterus. 

I agree with Dr. Horton. I the 
ountry before the days of pituitary and I have 
ived in the country and know of the conditions 
there. There one has a one-man job with no nurses 

other trained assistants. It is different in the 
ospital where we have more people to assist. 

In those cases it is permissible, as Dr. Horton 


was born in 


brought out, to use small doses carefully guarded, 
watching the mother, making sure there no 
contracted pelvis. In those circumstances it helps 
things along and I not 
The difficulty comes in borderline con- 
tracted pelvis or If the patient 
vetting along nicely given one half minim or more. 


is 


do see any objection to 


using it. 


is 


malposition. 


If large doses are used, say 1/2 c¢.c., we may 
cause ruptured uterus, which we see once in a 


while at Charity Hospital. Regarding the anes- 
I would say that I have no objection to 
chloroform. I have not used it in the last few 
years but it is a good anesthetic. 

About the thymus-pituitary preparations; it has 
been shown conclusively that thymus has no par- 


thetic, 
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ticular effect. I have looked into the literature 
and can find no clinical or experimental evidence 


that the thymus extract is of any value whatever. 


‘deaths eninnedininat 
CARCINOMA OF THE COLON AND 
RECTUM* 

228 CASES FROM THE CHARITY HOSPITAL 


LOUISIANA AT NEW ORLEANS 
FROM 1935 TO 1941 


OF 


SAMUEL A. ROMANO, M. D.+ 

AND 
TRACHTENBERG, M. D.+ 
NEW ORLEANS 


WILLIAM 


Recent reports in the literature point to 
an increased incidence of carcinoma of the 
large bowel. Whether there is an actual in- 
crease in the incidence or whether more 
cases are being recognized than formerly 
difficult to determine. Regardless of 
which is correct, carcinoma of the large 
bowel is today a serious problem, as it is 
the cause of more than 35,000 deaths an- 
nually' in this country 

Recent improvements in diagnostic and 
therapeutic procedures have increased the 
responsibility of physicians to patients suf- 
fering from this disease. In order to find 
out what we are doing to meet this prob- 
lem we reviewed the records of patients 
with carcinoma of the large bowel admitted 
to the surgical services of the Charity Hos- 
pital at New Orleans from January 1935- 
to December 1941. These patients came 
not only from New Orleans but also from 
communities throughout the state, and since 
the physician who first sees the patient with 
malignancy of the large bowel plays as im- 
portant a role in the final resullts as the one 
who performs the operation, we believe 
that our findings will be of interest to the 
members of the State Society. We hope to 
bring out in our discussion how the diffi- 
culties encountered in the management of 
this type of case can be overcome and what 
can be done to improve the results. 


is 


*Read before the sixty-third annual meeting of 
the Louisiana State Medical Society, New Orleans, 
April 29, 1942. 

+From the Department of Surgery, Louisiana 
State University School of Medicine, and the Char- 
ity Hospital of Louisiana, New Orleans. 








456 ROMANO AND TRACHTENBERG—Cancer of Colon 






One outstanding difference between the 
findings at Charity Hospital and those at 
other clinics is the low percentage of op- 
erability in our series (table 1). We be- 


Table 1 

OPERABILITY RATE AND OPERATIVE MORTALITY 

Percentage 

Percentage Operative 

Year Admissions Operability Mortality 
1935 29 24 71 
1936 28 29 50 
1937 25 40 60 
1938 29 31 66 
1939 43 33 50 
1940 . 38 40 27 
1941 36 70 28 
Total 228 38 44 


lieve this low rate of operability is due 
chiefly to two factors: first, failure on the 
part of the patient to seek medical aid 
early and, second, failure on the part of the 
physician to recognize early carcinoma of 
the large bowel. 

Failure to seek medical aid early is not 
entirely the patient’s fault. The profession 
must make known to the laity the symptoms 
and signs suggestive of early carcinoma of 
the large bowel and must encourage pa- 
tients to seek medical aid early. The Amer- 
ican Society for the Control of Cancer and 
certain life insurance companies are doing 
excellent work in this field with their can- 
cer education programs. We should give 
these programs our wholehearted support, 
and when patients come to us for periodic 
health examinations we should inquire 
about symptoms suggestive of early carci- 
noma and should carefully examine the sites 
where cancer commonly occurs. One de- 
fect of the cancer education programs has 
been the neglect of the rural population. 
It is a known fact that patients in rural 
districts, for one reason or another, delay 
seeking medical aid longer than those in 
urban districts. This should be remem- 
bered when programs for cancer education 
of the laity are being arranged, particular- 
ly in Louisiana where the rural population 
forms a large part of the total population 
of the state. 





Failure to recognize carcinoma of the 
large bowel is not uncommon. Lynch? re- 
ported that one-third of the patients he 
studied had been treated for hemorrhoids 
within a few months of the time that a 
diagnosis of carcinoma of the rectum was 
made. An accurate estimate was difficult 
to obtain in our series, but the histories in- 
dicate that about 15 per cent of the patients 
with rectal or recto-sigmoid carcinoma had 
been treated for hemorrhoids during the six 
months preceding admission. Many of the 
patients with malginancy of the colon had 
been treated during a similar period of 
time before admission for dyspepsia, colitis, 
recurrent appendicitis, or anemia. To be 
able to recognize the disease early we must 
keep constantly in mind the common sites 
of malignancy of the large bowel and the 
symptoms and signs peculiar to carcinoma 
in these locations. 
AGE INCIDENCE 
Table 2 shows the age incidence of car- 
cinoma of the large bowel in this series. 
Seventeen per cent of the patients were un- 
der 39 years of age and 5 per cent were be- 
low 30 years of age. This is significant, as 
it indicates that patients with symptoms 
suggestive of carcinoma of the large bowel 
must be carefully studied even though they 
are not in the “cancer age.” 
SYMPTOMATOLOGY OF CARCINOMA OF THE RIGII'! 
HWALF OF THE COLON 
Nineteen per cent of the patients in this 
series had carcinoma of the right half of the 
colon (table 2). An early symptom pro- 
Table 2 

LOCATION OF GROWTHS AND AGE INCIDENCE 
Per Cent 





Right Left of Total 
Age Colon Colon Rectum Total Series 
~ 410-19 ~=~=CONti‘é cc: rr io 
20-29 2 2 5 9 4 
30-39 4 4 18 26 12 
40-49 13 13 23 49 22 
50-59 13 13 32 58 25 
60 up 11 22 50 3 36 
Total 43 56 129 228 


(19%) (24%) (57%) 





duced by malignant lesions in this location 
is vague discomfort in the 
quadrant. 


right lower 
In some series this is reported 
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to occur in 90 per cent of the cases. In our 
series it was present in 60 per cent of the 
The type of growth most frequent- 
ly found in this portion of the colon is a 
fungating, bulky growth that is not likely 
to produce either changes in bowel habit 
or symptoms of obstruction unless the ileo- 
cecal junction is involved. Bleeding occurs 
in the majority of these lesions but fre- 
quently is not noticed by the patient, as 
blood from this region is intimately mixed 
with the stool and usually is present in a 
changed state. In table 3 is listed the per- 
centage occurrence of symptoms in this 
group. 


cases. 


On the basis of symptomatology, patients 
with lesions in the right half of the colon 
have been divided into three main groups. 
In one group are placed those with a chief 
complaint of dyspepsia or of vague pains 
and discomfort in the right lower quadrant. 
This is the group likely to be treated for 
chronic appendicitis or gallbladder disease. 
Priestley and Bargen* reported that 15 per 
cent of 100 patients they studied with 
lesions in this location had recently had an 
appendectomy. In another group are 
placed those with a mass in the right lower 
quadrant found accidentally by the patient 
or discovered by a physician during a rou- 
tine examination for other complaints. A 
third group consists of those with severe 
secondary anemia of obscure origin as the 
chief finding. Although anemia is marked 
in this last group, it does not indicate ad- 
vanced or inoperable carcinoma. 
SYMPTOMATOLOGY OF CARCINOMA OF 

HALF OF THE COLON 

Twenty-four per cent of the patients in 
this series had lesions in the left half of 
the colon (table 2). The scirrhous, con- 
stricting or napkin-ring type of carcinoma 
usually found explains many of the symp- 
toms produced. A change in bowel habit is 
an important early symptom, and was re- 
ported as occurring in 90 per cent of the 
cases studied by Yeomans.' In our series, 
this symptom was present in 41 per cent of 
the patients, as is shown in table 3. The fact 
that the bowel habit has changed, whatever 
it may have been, is the important finding. 


THE LEFT 
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A history of alternating diarrhea and con- 
stipation is found in about 20 per cent of 
the cases. Symptoms due to partial or com- 
plete intestinal obstruction are not uncom- 
mon. Bleeding as a symptom was noted in 
18 per cent of our patients, but the inci- 
dence has been reported to be as high as 50 
per cent. 
SYMPTOMATOLOGY OF RECTOSIGMOID AND RECTAL 
CARCINOMA 

In our series, 57 per cent of the lesions 

were located in this part of the large bowel 


(table 2). Table 3 lists the relative fre- 


Table 3 
SYMPTOMS OF CARCINOMA OF 
COLON AND RECTUM 


PRESENTING THE 


Right half 
of colon 
(43 cases) 
(120 cases) 


= Rectum 


Change in bowel habit 

Bleeding 

Pain or vague 
discomfort 

Mass in abdomen 

Anemia 9% 25 


— © entire 


60% 41% 49% 50% 


QF Of > 
oo ou 8% 


quency of symptoms. Symptoms vary with 
location of the growth, but common to all 
locations are bright blood in the stool and 
pain or vague discomfort in the lower ab- 


domen or perianorectal region. A large 
number of rectal tumors occur at the rec- 
tosigmoid junction, 34 per cent in this se- 
ries. They are usually scirrhous, constrict- 
ing or napkin-ring growths similar to those 
described as occurring in the left colon. An 
important symptom of rectosigmoid carci- 
noma is a change in bowel habit. Symptoms 
due to complete or partial intestinal ob- 
struction are not uncommon, and alternat- 
ing diarrhea and constipation are found in 
about 20 per cent of these cases. Lesions in 
the ampulla are likely to remain asympto- 
matic for a long period of time and to pro- 
duce bleeding as an early symptom. Lesions 
low in the rectum frequently produce tenes- 
mus in addition to symptoms common to 
all rectal tumors. 

EXAMINATION OF PATIENTS WITHIL SYMPTOMS 

SUGGESTIVE OF LARGE BOWEL CARCINOMA 

Digital examination of the rectum is a 
most important study. Approximately two- 








thirds of all large bowel carcinomas occur 
in the rectum or rectosigmoid, and it is esti- 
mated that between 75 and 100 per cent of 
these are within reach of the examining 
finger. This means that almost two-thirds 
of all carcinomas cf the large bowel are 
within reach of the examining finger. 

Proctoscopic and sigmoidoscopic exami- 
nations confirm the digital findings and re- 
veal lesions that are missed on palpation. 
Fiopsies can be taken through the endo- 
scope. 

A careful abdominal examination may 
reveal masses in the colon. Symptoms sug- 
gestive of carcinoma of the colon necessi- 
tate radiologic studies, since such lesions are 
beyond the reach of the endoscope. Barium 
enemas and double contrast enemas with 
fluoroscopic and plate studies are the usual 
procedures. The radiologist should be given 
a summary of the history and physical ex- 
amination to help in the interpretation of 
his findings. If a carcinomatous lesion is 
found in the rectum, radiologic studies of 
the colon are indicated because multiple 
malignancies are occasionally found in the 
large bowel. 

Examination of the stool should never be 
omitted. Examination for gross and occult 
blood is essential and other studies should 
be made when indicated. 

Digital and endoscopic rectal examina- 
tions should be routinely performed in pe- 
riodic health examinations of all patients 
over 25. No one over this age should be 
treated for hemorrhoids without benefit of 
both digital and proctoscopic examinations. 
This is the only means of preventing repeti- 
tion of some of the serious mistakes in diag- 
nosis which have been made in the past. 

PROGNOSDIS 

There is no infallible method for deter- 
mining the prognosis of malignancies of the 
large bowel. It has been conclusively shown 
that in carcinoma of the rectum the age of 
the patient, the duration of the symptoms, 
and the size of the growth have no bearing 
on prognosis. Broders’ classified carcinoma 
in four groups according to the degree of 
cell differentiation, and advocated such 
studies for determining prognosis. Dukes" 
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studied rectal tumors for extension into 
surrounding tissues and lymph nodes, and 
on this basis divided carcinoma of the rec- 
tum into the following three classes: 

Class A: 
the wall of the rectum without extrarecta] 
extension or metastasis to lymph nodes. 


Growths definitely limited to 


Class B: Lesions involving the extrarectal 
tissues by direct extension but without 
lymph node metastasis. 

Class C: All carcinomas with metastasis 
present in the regional lymph nodes. 

Broders, Ruie and Laird‘ compared these 
two methods of classification and showed 
that the two systems were equally effective 
in determining the prognosis. The Dukes 
method seems simpler and better suited to 
general use. 

MANAGEMENT 

Improvements in preoperative prepara- 
tion and postoperative care have markedly 
decreased the operative mortality in pa- 
tients with large bowel tumors. It is con- 
sidered by many that preoperative and post- 
operative care affect the final result as 
much as the operation itself. For discussion 
of the management, we shall divide patients 
with carcinoma of the large bowel into two 
groups: first, those with complete intestinal 
obstruction at the time of admission and, 
second, those without complete intestinal! 
obstruction at the time of admission. 

MANAGEMENT OF PATIENTS WITIT COMPLETE 

INTESTINAL OBSTRUCTION 

Complete obstruction was present in 22 
patients in this series. This complication 
should be handled as a surgical emergency. 
Non-operative methods of decompression 
are unsatisfactory and at times dangerous, 
particularly when the ileocecal valve is com- 
petent. When operation is performed, an 
exploration should be done and if the diag- 
nosis is confirmed some type of decompres- 
sion is indicated but no attempt should be 
made to remove the tumor. Care must be 
exercised in performing exploration, as the 
distended diseased bowel is easily per- 
forated. Exploration is essential to guard 
against overlooking a strangulated volvulus 
and also gives information useful in plan- 
ning subsequent management. 
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Colostomy, cecostomy, appendicostomy, 
ileostomy, and short-circuiting operations 
can be used for decompression. The location 
of the growth determines the type of de- 
compression to be employed. With the 
cecum or ileocecal valve involved, ileostomy 
or ileocolostomy is necessary. For all 
growths located beyond the cecum, cecos- 
tomy is satisfactory and is the procedure 
favored by many surgeons. Transverse co- 
lostomy, either the simple loop type or the 
Devine type, can be used for tumors in the 
left colon, sigmoid colon or rectum, but it is 
well to remember that a colostomy of the 
Devine type may interfere with subsequent 
mobilization of the left colon. Sigmoidos- 
tomy is suitable for rectosigmoid tumors 
and rectal tumors. 

The immediate care following decompres- 
sion should be the usual postoperative care 
for intestinal obstruction. After three or 
four days, if the patient’s condition permits, 
a regime similar to the one described below 
should be started in order to prepare the 
patient for excision of the growth. The in- 
terval between the first and second opera- 
tions is ordinarily twelve to fourteen days. 
The procedures performed on the 22 pa- 
tients with complete obstruction in this 
series are listed in table 4. The mortality in 

Table 4 


OPERATIONS ON PATIENTS WITII 
OBSTRUCTION 


COMPLETE 


Lleocolostomy 


“1 Cecostomy 
Total 


Number of operations 


m pollleostomys 


Deaths 


Percentage mortality 


— DO 
So we 


or oo 
or 


on 
— 
cs 


this type of obstruction is high. Mikulicz 
resections were done in four instances, but 
this procedure is not recommended when 
complete obstruction is present. 

PREOPERATIVE MANAGEMENT OF PATIENTS 

WITHOUT COMPLETE OBSTRUCTION 

Since some degree of obstruction usually 
exists with tumors of the large bowel, re- 
habilitation of the colon is necessary before 
operation. During the preoperative period, 
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dehydration and malnutrition should be 
corrected and the condition of other organs 
should be investigated. A satisfactory re- 
gime is outlined below: 

1. A low residue, low fat diet, high in 
calories, carbohydrates, proteins, and vita- 
mins should be given during the early part 
of the regime. During the three or four days 
before operation the diet should be of the 
non-residue type. 

2. Fluid balance should be maintained. 
The best indication of a correct fluid bal- 
ance is an output of 1,000 to 1,500 c. c. of 
urine daily. 

3. The colon should be irrigated with 
normal saline solution to cleanse the large 
bowel mechanically. 

4. Kidney function, heart function, and 
blood chemistry findings should be studied 
and any derangements should be corrected 
as far as possible. Blood studies should in- 
clude plasma protein determinations. 

5. Transfusions should be given as in- 
dicated, and arrangements should be made 
to have blood available for transfusion at 
the time of operation. 

6. Prophylactic measures against peri- 
tonitis should be instituted. 

Prophylactic measures against peritonitis 
are discussed here because of recent devel- 
opments in this field. Peritoneal vaccina- 
tion has been in use for years as a prophy- 
lactic measure against peritonitis, but the 
use of sulfonamides is rapidly displacing 
this procedure. 

Sulfonamides are invaluable in the man- 
agement of large bowel tumors, both to 
prevent infection and to treat established 
infections in the wound and peritoneal 
cavity. The prophylactic use of sulfona- 
mides is accomplished in one of two ways: 
In one, a sulfonamide such as sulfaguani- 
dine is used to reduce the number of or- 
ganisms in the large bowel; in the other, 
the concentration in the blood of a sulfona- 
mide such as sulfanilamide is raised to a 
therapeutic level before operation so as to 
prevent development of infection from con- 
tamination during operation. 


Sulfanilylguanidine was recommended by 
Firor and Jonas* in 1940 for administration 
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during the preoperative period because it is 
poorly absorbed from the intestinal tract 
although it is fairly soluble in water. These 
properties should allow a high concentra- 
tion of the drug to be reached in the bowel 
without toxic symptoms. High concentra- 
tions cf sulfanilylguanidine in the colon 
greatly reduce the number of gram-negative 
crganisms but do not appreciably affect the 
gram-positive organisms. Recently, Firor’ 
stated that he has discontinued the use of 
sulfanilylguanidine because it is erratic in 
action and produces toxic symptoms. He 
now advocates the use of succinylsulfathia- 
zole, a new sulfonamide introduced by Poth 
and be 
maintained in high concentration in the 
blood and without toxic effects. High con- 
centrations of the drug in the colon marked- 
ly reduce the number of coliform organisms 
present. Reports by Poth and Knotts'' on 
the clinical use of succinylsulfathiazole are 
promising. We have not had an opportunity 
to use it. 


his co-workers.'” This drug can 


We have had excellent results with the 
prophylactic use of sulfanilamide and sul- 
fathiazole. Sulfanilamide is preferred and 
the method of administration is as follows: 
Three or 
patient is given daily 
of sulfanilamide per 
weight, so as to have 


four days before operation the 
by mouth one gram 
20 pounds of body 
the concentration of 
sulfanilamide in the blood at a therapeutic 
level when operation is performed. Follow- 
ing operation the administration of sul- 
fanilamide is continued by giving one gram 
per 20 pounds of body weight as an 0.8 
per cent solution in normal saline by hypo- 
dermoclysis each 24 hours. For a patient 
weighing 160 pounds, this is accomplished 
by giving 330 c. c. of an 0.8 per cent solution 
of sulfanilamide in normal saline solution 
by hypodermoclysis every eight hours. Ad- 
ministration of the drug is continued for at 
least five or six days, oral administration 
being substituted as soon as it is feasible. 


Another method used employs no preop- 
erative administration of the drug. At the 


time ef operation 8 to 12 grams of powdered 
sulfanilamide are sprinkled into the peri- 
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toneal cavity and wound. Sulfanilamide is 
given postoperatively as outlined above. 

If the drug has been given orally before 
operation, one or two grams may be sup- 
plied locally about the site of anastomosis 
and in the wound at the time of operation, 
but the amount applied locally must be 
taken into consideration in calculating the 
dosage for administration during the fol- 
lowing 24 hours. 

Some prefer sulfathiazole, and its use has 
been satisfactory in our experience. How- 
ever, it must be used with much more cau- 
tion, as sulfathiazole is not as soluble as 
sulfanilamide, and disturbances in urinary 
excretion may cause crystals of sulfathia- 
zole to precipitate in the urine and block the 
kidney. Uremia and very high blood levels 
of the drug follow, with severe toxic symp- 
toms. 

MPERABILITY 

Operability is determined by: (1) the de- 
gree of fixation of the tumor and the 
amount of involvement of adjacent organs; 
(2) the extent of lymphatic metastasis, and 
(3) the presence or absence of blood-borne 
metastasis. Thirty-eight per cent of the pa- 
tients in this series had operable lesions 
(table 1) and this low operability rate has 
been discussed in the early part of the 
paper. It is seen in table 1 that the opera- 
bility rate has increased during the pas! 
year. It is now generally advocated!*'*:! 
that when it is technically possible to re- 
move a malignant growth of the large bowel 
without too great a risk to the patient’s life, 
resection should be done even if distant 
metastasis exists. Although cure is not ex- 
pected, it has occasionally been observed 
and if the patient is not cured he is at least 
more comfortable during the remainder of 
his life. 

OPERATIONS ON TILE COLON 

Operative procedures described for the 
removal of tumors of the colon fall into two 
main groups: (1) One-stage resections, in 
which the segment of bowel containing the 
tumor is removed and continuity of the 
bowel lumen is established at one operation. 
The anastomosis may be of the open type or 
of the closed or aseptic tyne. (2) Two-stage 
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resections, in which resection of the bowel 
and establishment of continuity of the 
lumen is accomplished in two or more oper- 
ations. An ileo-colostomy may be performed 
first and the diseased segment removed 
later, or the diseased segment may be re- 
moved first and continuity of the lumen es- 
tablished later. Most of the two-stage re- 
sections are modifications of the Mikulicz 
operation. Under these general headings in 
table 5 are listed resections of the colon and 
sigmoid colon performed in this series. In 
table 6 are listed the palliative procedures 
done for carcinoma of the colon. 
Table 5 
RESECTIONS OF THE 


Left Colon 


COLUN 


Right Colon Total Number 


aths 


Operations 
M 


Deaths 
Operations 
pperations 
Percentage 
Mortality 


One-stage 
resections 
Two-stage 
resections 


Total 


Table 6 
PALLIATIVE OPERATIONS 


Right Left 


Poe | 
Colon Colon Rectum Entire 


Deaths 
reaths 
tions 
Deaths 
Deaths 
Percentage 
Mortality 


Operations 
| 


Operatio 


Operations 


Opera 


to 
bo 


lleocolostomy 


vs 
—_ 


lleostomy 


oe 


DH Co lv 


Cecostomy 

Transverse 
colostomy 

Inguinal 


colostomy 
otal 


OPERATIONS ON THE RECTUM 

It is now generally accepted that a per- 
nanent colostomy is necessary if resection 
cf the rectum is to be sufficiently radical 

offer the best chances of cure. Proce- 
dures advocated for resection of the rectum 
fall into three general classes: (1) Two- 
stage removals such as the Lockhart-Mum- 
mery operations, in which a permanent 
colostomy is first done and later a perineal 
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excision of the rectum is performed. (2) The 
one-stage abdominoperineal resections such 
as the Miles or Rankin operations. (3) The 
two-stage abdominoperineal operations such 
as the Lahey or Rankin two-stage opera- 
tions. Table 7 lists resections of the rectum 
Table 7 
RESECTIONS OF THE RECTUM 
Percentage 

Operations Deaths Mortality 
Colostomy and 

perineal excision 
One-stage 

abdominoperineal 
Two-stage 

abdominoperineal 


Total 


perfermed in this series. In table 6 are 
listed the palliative procedures done for rec- 
tal lesions. 
POSTOPERATIVE 
Postoperative care must be individualized 
according to the procedure employed but in 
all cases should include the administration 
ot sulfonamides and transfusions, the main- 
tenance of fluid balance, and the use of 
cxygen and nasal suction. 


CARE 


OPERATIVE MORTALITY 
The operative mortality for resections in 
this series is 44 per cent (table 8), which is 
Table 8 


MCTION OF COLON 


AND RECTUM 
Operations Deaths 
nighc colon ¢ z 
Left colon 

Rectum 


Tota] 


quite high when we consider that mortality 
rates as low as 5 to 10 per cent are reported 
in the literature.'*'!° However, mortality 
rates comparable to ours are found in other 
clinics where the volume of large bowel 
surgery is small and the number of surgeons 
caring for such patients is large. Bieren' 
reported a series of 254 cases of large bowel 
tumors from the University Hospital in 
Faltimore in which 79 resections were done 
with an operative mortality of 38 per cent. 
Eades" reported 25 operations from a small 
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general hospital in Detroit with a mortality 
rate of 44 per cent. 

An analysis of the mortality rate for re- 
sections in our series by years reveals re- 
sults that are somewhat encouraging. In 
table 1 it will be noted that in 1935 the 


operative mortality was 71 per cent and the 
operability rate was only 24 per cent. In 
1941 the mortality rate was 28 per cent and 
the operability rate was 70 per cent. 


Some of the reasons for the poor results 
are evident in a study of the records. Re- 
habilitation of the colon frequently 
neglected; correction of derangements of 
function in other organs and of changes in 
the blood chemistry were not always at- 
tempted; peritoneal vaccination was not 
employed and sulfonamides were not used 
as often as they should have been. Equally 
deficient in many instances was the post- 
operative care. Another important ele- 
ment in the high mortality was the fact 
that the 88 resections reported in the series 
were performed by 31 different operators. 

The experience of the Louisiana State 
University Surgical Service in Charity Hos- 
pital during the past two years demon- 
strates what can be accomplished toward 
lowering the mortality rate. During this 
period particular attention was given to 
large bowel cases because of the very poor 
results which had been obtained in the past. 
All patients with symptoms of large bowel 
malignancy were carefully studied and 
meticulous attention was given to both 
preoperative and postoperative care, follow- 


was 


Table 9 

RESKOCTIONS OF THE LARGE BOWEL 
BY THE LOUISIANA STATE 
SURGICAL SERVICE OF 
HOSPITAL, 1940 


PERFORMED 
UNIVERSITY 
CHARITY 

ANT 1941 

Number of 


Operations Deaths 


One-stage resections of colon } 


Two-stage 


resections of colon 3 
One-stage resections of rectum 15 
Two-stage resections of rectum 1 


Tota! 23 2(9%) 


ing more or less the plan outlined in this 
paper. Under such a regime there were 
23 consecutive resections of the large bowel 
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performed on this Service during 1940 and 
1941 with a mortality rate of 9 per cent 
(table 9). 


SUMMARY 

1. Two hundred and twenty-eight cases 
of carcinoma of the colon and rectum ad- 
mitted to the Charity Hospital of Louisiana 
at New Orleans between 1935 and 1941 are 
reviewed. 

2. Seventeen per cent of the patients 
were below 40 years of age. 

3. The operability rate in 1935 was 24 
per cent and in 1941 it was 70 per cent. 

4. The role of cancer education programs 
and periodic health examinations in the 
early diagnosis of carcinoma is discussed. 

5. Nineteen per cent of the growths in 
this series were in the right colon, 24 per 
cent in the left colon, and 57 per cent in the 
rectum. 

6. Pain or vague discomfort in the right 
side of the abdomen and a mass in the right 
side of the abdomen were the chief symp- 
toms in patients with carcinoma of the 
right colon. 

7. Change in bowel habit, pain or vague 
discomfort in the abdomen or perianorectal 
region, and bleeding were the chief present- 
ing symptoms of carcinoma of the left colon 
and rectum. 

8. Examinations indicated for patients 
with complaints suggestive of carcinoma of 
the large bowel are discussed. 

9. Twenty-two of the 228 patients in this 
series had complete intestinal obstruction 
as a complication of large bowel malignancy 
at the time of admission. The management 
of this complication is outlined. 

10. The importance of preoperative and 
postoperative care in the management of 
patients with carcinoma of the colon and 
rectum is discussed. Methods of using sul- 
fonamides as a prophylactic against peri- 
tonitis are outlined. 

11. The operative mortality for resec- 
tions in the entire series was 44 per cent. 
The mortality rate has shown a gradual de- 
crease from 71 per cent in 1935 to 28 per 
cent in 1941. 

12. Twenty-three resections were per- 
formed 1940 and 1941 on the Louisiana 
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State University Surgical Service with a 
mortality rate of 9 per cent. 
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DISCUSSION 
Dr. Maurice Lescale (New Orleans): This paper 
covers a very broad field and there many 
phases that need to be taken into consideration. 
There are two that have been brought out by the 
doctors that I wish also to call attention to; because 


are 


of their great importance it is impossible to over- 
emphasize them. These are early diagnosis and 
careful and thorough preoperative and postopera- 
tive care. 

The statistics given in this paper, as well as re- 
ports from elsewhere, show a lamentably large per- 
This is due to late 
diagnosis, sometimes the fault of the patient in 
presenting himself long after symptoms have be- 
gun, and sometimes it is due to lack of thorough- 
ness on the part of the physician in examining the 
patient. Too often there is no examination at all. 
The patient is just treated symtomatically and 
valuable time is lost, time during which the growth 


centage of inoperable cases. 


passes from the early or operable stage into the 
later or inoperable stage. 

As stated by the authors, the final outcome of 
any of these cases is influenced by the kind of pre- 
operative preparation and postoperative care re- 
ceived. They have outlined a very thorough plan of 
care such as these patients should receive. 

Rosser says, “The colon, an increasingly frequent 
site of malignancy, is a favorable site from the 
surgical standpoint because wide removal of in- 
volved and potentially invaded tissue is mechani- 
cally possible without impairment of subsequent 
health or function. Despite a continued regrettable 
lag between the onset of symptoms and the dis- 
covery of the lesion, the operability rate is now 
much higher than that found in rectal tumors.” 

He further states: 
almost constant symptom complex characteristic 
for each location: Anemia and appen- 
dicitis’ on the right; indigestion, colic or diarrhea 
in the mid-colon; and continuous or intermittent 
afebrile constipation, colic or diarrhea with blood 
stained stools when the growth is in the left co!on.”’ 

Also, the presence of anv degree of unrelieved 
ckstruction has 


“There is an arresting and 


afebrile 


been conceded to contraindicate 
single stage operative procedure. The frequency 
of the obstruent syndrome in individuals with 
colonic tumors may not be disregarded in planning 
their surgical management for as Tiffany bluntly 
stated: “Resection in the 
fatal.” 

For the rectum and rectosigmoid, 
Hayden, McIntyre and most others, favor one stage 
procedures. 

Dr. R. M. Penick, Jr. (New Orleans): Dr. Ro- 
mano and Dr. Trachtenberg have presented a very 
timely paper, the magnitude of the 
problem of treatment of carcinoma of the large 
bowel. 


face of obstruction is 


tumors of 


indicating 


That it is a large probiem is indicated by 
facts out. In the first place, a 
great many more patients die in the United States 
from carcinoma of the colon than from appendi- 
citis; coupled with the fact that the patients who 
present themselves for treatment have a relatively 
low operability and relatively high mortality; thus 
we can see the scope of our problem well outlined 
for us. 


several brought 


As indicated, this whole problem falls into two 
First, I think, is the question of early 
diagnosis; second, is the improvement of our sur- 
gical treatment. A many organizations are 
doing excellent work in the education of the public 
to regard the symptoms of early carcinoma of the 
large bowel with suspicion. 

There is one point in the problem which I would 
like to touch on briefly, which affects the physi- 
cians principally, that is, the whole question of 
periodic health examinations. It seems to me that 
the medical fraternity has failed in this respect. 
Too frequently one of two things happen when a 
patient goes to a physician for a periodic examina- 
tion, particularly when he has in mind carcinoma. 


categories. 


grea 








464 StruG—Gastric Resection 


Sometimes after talking to the patient for a few 
minutes the physician tells him, “You have no car- 
cinoma, go home and forget it.” The patient leaves, 
not satisfied, and is unlikely to go back for any 
further periodic examinations. The other patient 
perhaps will go to a doctor more cancer-conscious 
and he ends up with having had several examina- 
tions which are very good but sometimes not en- 
tirely indicated, and most important he has a large 
bill and he is unlikely to go back to a physician 
twice a year when that happens to him. I would 
like te see the various medical societies take some 
positive action in regard to this particular problem 
because I think it is so important and I think the 
whole thing could be improved a great deal if the 
doctors cooperated better. 

The question of improvement of our surgical 
results, is, of course, one that interests us pri- 
marily. It has already been mentioned that in 
some instances, some clinics reported a mortality 
of around 10 per cent. On the other hand I would 
venture to question that the mortality at the Char- 
ity Hospital is probably more representative of the 
mortality of the country as a whole than a mor- 
tality of around 10 per cent. Yet, most important, 
as pointed out, on one of the services at Charity 
Hospital the mortality for two years, with twenty 
some odd cases, was only 9 per cent. So there is 
no doubt that we can improve our operative re- 
sults, not only as far as survival is concerned but 
at far as cure is concerned. 

Several things in the paper interested me and 
I might point them out briefly. One is the fact 
that in a good many of the cases mentioned, there 
was not a history of change in bowel habit. In 
most series this has been the predominant symptom 
in carcinoma in any point in the large bowel and 
it is one that we should keep in mind when at- 
tempting to evaluate the patients from the stand- 
point of diagnosis and procedure. Another thing 
that is interesting in the figures presented is that 
in almost every instance the two-stage operation 
seemed to be safer than the one-stage operation. I 
think this is most important. One-stage operations 
on the rectum, when abdominal perineal resection 
is done, is probably the one to be desired but with 
the lesion in the other portions of the large bowel 
it seems to me, in my experience, that whenever 
possible two-stage operations are much safer. In 
this connection I would like to say that I think 
some type of Mikulicz procedure is perhaps the 
most safe type of resection and when handled prop- 
erly has excellent results with perhaps only a 
small increase in amount of time that the patient 
has to be hospitalized. 

Dr. J. E. Heard (Shreveport): There are some 
points in connection with carcinoma of the rectum 
which are always emphasized and with which we 
are all familiar, but for some reason often fail to 
put our knowledge into practice. One thing is that 
a very high percentage of cancer of the rectum 
can be found with digital examination of the rec- 


tum. It has often been said that no physical ex- 
amination is complete without a digital examina- 
tion of the rectum. Another thing, hemorrhoids 
should never be treated without a further exami- 
nation of the rectum to rule out the possibility of 
a growth higher up. I have frequently seen these 
cases, with multiple operations on hemorrhoids, 
when all the time there was probably a cancer 
present higher up as the malignancy showed up 
later following the treatment for hemorrhoids, and 
the surgeon had failed to examine the rectum 
higher up. 

We handle a goodly number of these cases, usual- 
ly following Rankin’s technic, and so far in com- 
parison with other statistics, our results are not 
disappointing. Another point is that, if possible, 
biopsies should always be done, as I have known of 
cases subjected to formidable operations, the sur- 
geon thinking that he was dealing with malig- 
nancy, only to have examination of the specimen 
reveal a benign condition. 

Dr. Romano (In closing): In conclusion, I wish 
to state that in order to improve our results and 
to overcome difficulties in the management of 
patients with large bowel carcinoma, we should: 

1. Encourage cancer education programs and 
periodic health examinations. 

2. Keep in mind the frequent occurrence of car- 
cinoma of the colon and rectum, the common sites 
of such lesions, and the signs and symptoms pecu- 
liar to carcinoma in such locations. 

3. Make it a rule never to treat a patient over 
25 years of age for hemorrhoids without benefit 
of endoscopic and digital rectal examinations. 

4. Give more attention to preoperative prepara- 
tion and postoperative care. 

5. Include the prophylactic use of sulfonamides 
in the management of these patients. 
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In 1933 Maes pubiished a study of car- 
cinoma of the stomach at the Charity Hos- 
pital of Louisiana at New Orleans covering 
the ten-year period from 1922 through 
1931. During this time, 758 patients were 
treated for carcinoma of the stomach. The 
last 200 surgical cases in this group were 
selected for detailed study. Ninety of these 

*Read before the Orleans Parish Medical Soci- 
ety, June 8, 1942. 

7From the Department of Surgery, Louisiana 
State University School of Medicine, and the Char- 
ity Hospital of Louisiana, New Orleans. 
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patients died in the hospital. Gastrectomy 
could be performed in only 35 of the pa- 
tients, a resectability of 17.5 per cent. The 
operative mortality for the group subjected 
to resection was 51.4 per cent. 


In 1941 Boyce continued the study of 
carcinoma of the stomach at this hospital, 
covering the period from 1922 through 
1941. During this time, 1,921 patients 
were treated for carcinoma of the stomach 
and only 619, or 32.5 per cent, were sub- 
jected to surgery. Boyce also studied 200 
selected cases submitted to surgery and 
found that gastrectomy could be performed 
in only 55 cases, a resectability of 27.5 per 
cent. The increase in resectability Boyce 
felt was due not so much to an increase in 
the number of cases resectable as to ex- 
tension of the indications for resection. 
There were 31 deaths in this series, a hos- 
pital mortality for gastrectomy of 56.3 per 
cent, a slightly higher figure than that 
found in the previous analysis by Maes at 
the same hospital. 


In view of the fact that the figures 
mentioned above are from the surgical 
service of the entire Charity Hospital and 
that the Surgical Service of the Louisiana 
State University Medical School is an in- 
tegral part of this service, it occurred to 
me that a more detailed analysis of such 
cases from this controlled service might 
shed some light as to whether we are pro- 
vressing in the right direction. 


In the ten-year period from 1932 through 
1941, there were 126 patients on this serv- 
ice who were operated upon with the in- 
tention of performing gastrectomy if pos- 
sible. Of these, 94 had carcinoma of the 
stomach and 32 had either gastric or duo- 
denal ulcer. In only 67 cases was resection 
feasible. These 67 cases included carcinoma 
of the stomach and both gastric and duo- 
denal uleer. The operations, though per- 
formed by 20 different surgeons, were fair- 
ly uniform in technic and in preoperative 
and postoperative treatment. 

The operability of the total number of 
cases could not be determined because of 
the lack of an: adequate record system prior 
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to 1937. However, of the 67 cases in which 
gastrectomy was performed, 40 were done 
for carcinoma of the stomach and the re- 
maining 27 for gastric or duodenal ulcer. 
In this group of 67 cases there were 15 
deaths, an immediate mortality of 22.4 per 
cent. In the 40 cases of carcinoma of the 
stomach which were resected there were 14 
deaths, an immediate mortality of 35.0 per 
cent. In the group of 27 cases resected for 
gastric or duodenal ulcer, there was one 
death, an immediate mortality of 3.7 per 
cent. 

It is apparent that the mortality for gas- 
trectomy in carcinoma of the stomach on 
this service (35.0 per cent) is lower than 
that for the Hospital as a whole (56.3 per 
cent) during the ten-year period.* 

INCIDENCE 

Study of the statistics by five-year pe- 
riods shows that the improvement in mor- 
tality rate came in the second five-year 
period. In the first five-year period, 1932 
through 1936, there were 13 cases of carci- 
noma of the stomach in which gastrectomy 
was performed, with seven deaths, a mor- 
tality af 53.8 per cent. This is in line with 
the mortality rates quoted by both Maes 
and Boyce. In the second five-year period, 
1937 through 1941, there were 27 gastrec- 
tomies performed for carcinoma of the 
stomach, with seven deaths, an immediate 
mortality of 25.9 per cent. This shows a 
definite improvement, both in the larger 
number of patients operated upon and 
in the lowered mortality rate. An even 
more striking improvement was noted dur- 
ing the past two years, 1940 and 1941. In 
this period there were 35 gastrectomies per- 
formed for carcinoma or ulcer, 21 for car- 
cinoma of the stomach and 14 for duodenal 
or gastric ulcer. During this period there 
were 117 patients with carcinoma of the 
stomach admitted to the service, of whom 
31 were submitted to operation. This rep- 
resents an operability of 26.5 per cent, 
which is practically the same as that quoted 
by Balfour, Lahey, and others. Resection 





*It is interesting to note that a parallel im- 
provement in results was found in a recent study 
of carcinoma of the large bowel by S. A. Romano. 
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was performed in 21 of these patients, a 
resectability of 17.9 per cent, approxi- 
mately the same as that reported by Maes. 
There were four deaths, a mortality rate 
of 19.0 per cent. 

In the first five-year period six gastrec- 
tomies were performed for ulcer, with no 
deaths. In the second five-year period, 21 
patients had gastrectomies performed for 
ulcer, with one death, an immediate mor- 
tality of 4.7 per cent. In the latter part 
of the second period, 1940 and 1941, there 
was one death in the group of 14 resections 
performed for ulcer, a mortality of 7.1 per 
cent. 

That the mortality for gastrectomy in 
carcinoma can be brought much lower has 
been demonstrated at such centers as the 
Mayo Clinic, where it has been reduced to 
8.8 per cent, as reported by Walters, Gray 
and Priestley in a study of 260 cases in 
1940. Others who report low mortality fig- 
ures are Judine of Leningrad, with 6.0 per 
cent in 168 cases, and Verbeley’s Clinic in 
Budapest, as reported by Emerson and 
Czirer, with 4.8 per cent. 

However, in most instances the mortality 
is exceedingly high; for example, Rippy re- 
ports a mortality rate of 30.3 per cent; 
Oughterson, 52.6 per cent; Abrahamson and 
Hinton, 58.2 per cent; and Sauer, 42.8 per 
cent. These latter figures are from gen- 
eral hospitals where the patients are more 
likely to present the same clinical picture 
on admission as do our patients at the 
Charity Hospital. 

In our series, of the 40 patients who had 
gastric resection for carcinoma, 32 were 
males and eight females. Thirty were ne- 
groes and ten were whites, a ratio of three 
to one, in spite of the fact that the ratio 
of general admissions at the Charity Hos- 
pital is slightly greater with the white race. 
This ratio indicates a disproportionately 
higher rate of incidence in the negro than 
do results published elsewhere concerning 
the incidence of carcinoma. However, we 
must take into account the large negro 
population in this iocality. This would ac- 
count for some decrease in the prevailing 
ratio of whites to negroes, but not for the 


marked disproportion shown in this series, 

The age groups in our age series of cases 
seemed to follow the usual pattern. Six- 
teen, or 40 per cent, occurred in the fifth 
decade of life; 13, or 32.5 per cent, in the 
sixth decade; and eight, or 20 per cent, in 
the seventh decade. The remaining three 
patients were below 40 years of age. The 
youngest patient in the group was 32, the 
oldest 67. 

In the cases in which gastrectomy was 
performed for ulcer, a preponderance of 
males over females was also apparent. 
Twenty-three cases occurred in males, and 
only four in females, a ratio of six to one. 

In the group of ulcer cases the prepon- 
derance of cases seemed to fall in the fifth 
decade. The youngest patient was 18 and 
the oldest 67 years of age. 

In the 40 patients who had resections 
performed for carcinoma of the stomach, 
there was an average duration of symp- 
toms of 10.5 months. Each of the 40 pa- 
tients had had symptoms for at least two 
months or more. The minimum time was 
two months and the maximum time ten 
years. The number of patients who had 
had symptoms less than six months was 
10, or 25 per cent. Those who had had 
symptoms six months or more totaled 29, 
or 72.5 per cent; more than one year, 14, 
or 35 per cent; more than two years, four. 
or 10 per cent. There were two patients 
in whom the duration of symptoms ex- 
tended to five years or more. This fact, 
if the patients were telling the truth, would 
lead one to believe either that the malig- 
nant growth was of a very slow-growing 
type or that a malignancy became super- 
imposed upon a chronic gastric ulcer. This 
statement brings into the fore again an 
age-old controversy. Boyce states that in 
a combined series of 400 surgical patients, 
101, or just over 25 per cent, presented his- 
tories more or less definitely suggestive of 
gastric ulcer. Of the 14 patients in our 
series who died following gastrectomy for 
carcinoma, four gave a history of onset of 
symptoms dating back six months or less. 
In none were the symptoms of less than 
three months’ duration. The remaining ten 
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patients in this group gave a history of 
symptoms dating back six months to ten 
years. However, I do believe that very 
little credence can ve given to the truth of 
the histories as they are stated, particu- 
larly with respect to negro patients. Ina 
large majority of these cases the duration 
of symptoms as recognized by the patients 
dates back only to the onset of pain or to 
symptoms which prevented them from per- 
forming their usual occupations. They 
rarely go back to the earliest discomfort 
or to the first gastric or constitutional 
symptom noted. Yet, on the other hand, 
it hardly seems credible for symptoms ac- 
tually due to a malignancy to date back ten 
years and for the patient still to be alive. 

In the patients who had resections per- 
formed for ulcer, the average duration of 
symptoms was 33 months, the minimum 
time being two months, and the maximum 
time 16 years. The patient who had had 
symptoms for 16 years was found to have 
a gastric ulcer. 

The average weight loss in the patients 
subjeeted to resection for malignancy was 
24 pounds. The smallest weight loss re- 
corded was five pounds and the greatest 
60 pounds; however, the maximum weight 
loss occurred over a period of fourteen 
months. The greatest weight loss over the 
shortest period of time was in a patient 
whose symptoms had been present only 
three months and who had lost 50 pounds 
during that time. 

This is in line with the marked weight 
loss frequently reported by others (Lahey 
and Larson). Some of their patients lost 
as much as 100 pounds within a compara- 
tively short period of time. 

The average weight loss in the patients 
who had resections for ulcer was 13 pounds. 

The 67 gastrectomies performed were of 
types. Forty-four were of the 
Polya type, with posterior anastomosis; 11 
were of the Polya type, with anterior anas- 
tomosis. The Hofmeister procedure was 
of the anterior type and 10 were of the 
posterior type. In one patient with gas- 
trie ulcer, prepyloric in location, the Bill- 
roth I type of procedure was employed. 
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In 16 cases there was evidence of re- 
gional metastasis at operation; in spite of 
this, gastrectomy was performed. In none 
of these cases were there any metastases 
to the liver. In 24 cases there was no 
visible evidence of metastasis. Of the 16 
cases with evidence of regional metastasis 
at the time of operation, the diagnosis was 
confirmed by the pathologist in only 10. 

ANALYSIS OF DEATHS 

There were 14 deaths in this group of 
40 patients who had resections for carci- 
noma of the stomach. There was one death 
in the group of 27 patients who had re- 
sections performed for ulcer. 

Of the 14 deaths in patients with carci- 
noma of the stomach, 10 occurred in males 
and four in females. The youngest patient 
was 43 years of age. Three patients died 
of surgical shock within 48 hours after 
operation. There were two deaths from 
cardiac failure, three and five days post- 
operatively. Two succumbed from pneu- 
monia, on the fifth and eighteenth days fol- 
lowing operation. Three deaths were due 
to peritonitis; at postmortem examination 
leaks were found at the stoma, at the lesser 
curvature, in two of these instances. In 
one case hemorrhage was the cause of 
death, occurring on the second postopera- 
tive day. The remaining three patients 
died as a result of massive pulmonary col- 
lapse, pulmonary embolus, and wound dis- 
ruption. 

The one death following resection for ul- 
cer occurred in a 36-year-old negro male. 
The patient did very well during the first 
three postoperative days, and then suddenly 
developed jaundice and a rapid rise in tem- 
perature to 105° ana above. There was no 
pain associated with the jaundice and high 
fever. He succumbed on the fourth post- 
operative day, probably from liver failure. 

What could we have done to prevent some 
of these deaths? Out of the total of 14 
deaths from resection for carcinoma, there 
were three deaths from peritonitis. This 
is a somewhat lower proportion than that 
reported by Larson, in whose series of 231 
resections for carcinoma or ulcer, per- 
formed by 50 different surgeons, there were 
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79 deaths, of which 27 were due to peri- 
tonitis. Leaks resulting in peritonitis are 
due to faulty technic and can be elimi- 
nated by increased experience. This can 
be accomplished by centering this type of 
surgery in a few capable hands, so that ex- 
perience in these procedures can be accu- 
mulated. 

It is readily apparent from the records 
of the seven patients who died during the 
first five-year period, 1932 through 1936, 
that there was marked inadequacy of pre- 
operative and postoperative treatment. The 
three deaths from surgical shock might 
have been prevented had adequate preoper- 
ative measures been taken to make these 
patients better surgical risks. Postopera- 
tively also, more adequate supportive meas- 
ures should have been employed. In the 
second five-year period, 1937 through 1941, 
considerable emphasis was placed on pre- 
operative and postoperative care, and in 
this group no deaths occurred as a result 
of surgical shock. 

Two cardiac deaths occurred in the first 
five-year period, both in patients in the 
seventh decade of life. Both patients ad- 
mittedly had cardiac disease, yet their rec- 
ords show that they received little or no 
preoperative preparation to enable them to 
withstand such a radical procedure as gas- 
trectomy. 

Of the remaining deaths, two were due 
to pneumonia, one to hemorrhage, one to 
pulmonary collapse, one to pulmonary em- 
bolus, and one to wound disruption. 

Proper preoperative preparation of pa- 
tients was an important factor in lowering 
the mortality rate in the second five-year 
period. The widespread use of preopera- 
tive blood transfusions improved the con- 
dition of the patients and made them better 
operative risks. Also, postoperative sup- 
portive measures were beneficial in the re- 
covery from the operative procedure. The 
formation and maintenance of an adequate 
resident staff was an especially important 
factor in improved preoperative and post- 
operative care for these patients. 

Other factors in the improved results 
achieved in the second five-year period were 
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improved anesthesia technic and better 
working cooperation with the medical serv- 
ice, which without a doubt sees the maijor- 
ity of these patients first, transferring 
them to the surgical service once the diag- 
nosis is established. 

Early diagnosis is still the most impor- 
tant factor in reducing the mortality rate 
of gastric resection. What can be accom- 
plished with the radical procedure of gas- 
trectomy is very amply demonstrated in the 
extremely low mortality rates for resection 
in duodenal and gastric ulcer. The great 
difference in the mortality of resection for 
ulcer and resection for carcinoma is evi- 
dent. The mortality of resection for ulcer 
is simply the mortality of resection, while 
that of resection for carcinoma is the mor- 
tality of resection plus the mortality of car- 
cinoma. Thus, it is obvious that if carci- 
noma could be recognized early and resec- 
tion performed promptly, a mortality rate 
comparable to that of resection for ulcer 
could be obtained. Another factor which 
has played no small part in the high mor- 
tality in carcinoma is the fact that patients 
with carcinoma of the stomach are usually 
in the sixth or seventh decade of life and 
frequently have the disabilities which vo 
with these age groups, thus making them 
bad risks for any type of operation. 

As the mortality for resection is gradu- 
ally lowered, the indications for operation 
should be extended, as has been pointed out 
by Rives. Only in doing this will we be 
able, in the aggregate, to relieve or cure a 
greater number of the patients who require 
resections. 

Although this is a small series of gastric 
resections in comparison with some of the 
others that have been published, the in- 
crease in the number of resections being 
performed is gratifying, and the gradual 
lowering of the mortality rates indicates 
progress in the right direction. 

CONCLUSIONS 

Analysis of the 67 gastric resections per- 
formed for carcinoma on the L. S. U. Sur- 
gical Service of the Charity Hospital dur- 
ing the ten-year period from 1932-1941, 
shows a mortality rate of 35 per cent for 
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this service as compared with a mortality 
rate of 56.3 per cent for the Hospital as a 
whole during the same period of time. 

During the five-year period from 1932 
through 1936, the mortality rate for gas- 
tric resections on this service was 53.8 per 
cent; during the five-year period from 1937 
through 1941, it was 25.9 per cent; and 
during the past two years, 1940 and 1941, 
it was 19.0 per cent, indicating progressive 
improvement in results. 

This gradual lowering of the mortality 
rate of gastric resection is due to the fol- 
lowing factors: earlier diagnosis; better 
preoperative and postoperative care of pa- 
tients; improved operative technic; im- 
proved anesthesia technic; and better work- 
ing cooperation with the medical staff. 

Further reduction of the mortality rate 
can be brought about through earlier diag- 
nosis; improvement of operative technic; 
and extension of the indications for opera- 
tion. 

The mortality of gastrectomy for duo- 
denal and gastric ulcer is the mortality of 
gastrectomy per se and approximates very 
closely the mortality reported by other 
clinics. 

As carcinoma of the stomach is recog- 
nized earlier and resection performed more 
promptly the mortality of resection for car- 
cinoma will approach more nearly the mor- 
tality for resection. 
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DISCUSSION 

Dr. E. L. King (New Orleans): I do not know 
anything about gastric surgery or cardiac surgery 
but I think that these reports show us the value 
of having trained residents at Charity Hospital. 
Dr. Strug, I am sure, will say that the work that 
was done on the service was greatly facilitated by 
good residents. 

We have the same experience in the obstetrical 
service. Our mortality has been considerably de- 
creased since the residency system has been estab- 
lished and the same is true with other hospitals. 
Cooperation with young men working in the vari- 
ous branches is of great importance and I think 
the moral is that all of us today feel that the resi- 
dency system at Charity Hospital should not be 
crippled. 

Dr. Morris Shushan (New Orleans): I enjoyed 
this presentation very much. There is only one 
side of the situation which Dr. Strug has not por- 
trayed; namely, the number of five year cures 
resulting from surgical therapy in this and simi- 
lar groups of patients with gastric carcinoma. 
Several years ago I spoke with a surgeon who, 
after a long career of gastrointestinal surgical prac- 
tice, had yet to obtain a five year cure by gastric 
resection. The results in this present series of 
cases no doubt allow for much improvement. 

Several things can be done to improve condi- 
tions so that we will be able to help more patients 
with cancer of the stomach. X-ray methods should 
be more widely used. The only disadvantage of 
this method at present is the cost. The future 
will make possible the use of the miniature film 
for making x-ray records. X-ray examination of 
the gastrointestinal tract should some day become 
a part of the periodic health examination. 

The gastroscope is another method of study 
which will help in detecting early cancer of the 
stomach. After personal experiences with this in- 
strument I feel that it should be used much more 
often. 

With the aid of these methods it may become 
possible to send these patients to the surgeon early 
and in this way cure a larger percentage. 

Dr. Strug (In closing): I agree thoroughly with 
Dr. King and admit that I did not place as much 
emphasis as I should have liked on the important 
role the resident staff has played, particularly on 
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our service. In our first five year period we had 
no resident staff and it was impossible to watch 
each patient postoperatively. In the second five 
year period we had an excellent resident staff and 
they have played a tremendous part in lowering 
our mortality, as you can see by the fact that 
no patients died of surgical shock. 

As to the follow-up on these patients, we should 
have liked very much to have follow-ups on these 
cases particularly in patients in the first five 
year period to see whether or not we obtained five 
year cures. The only patients seen again were 
two readmitted, one an ulcer case readmitted 
for symptoms other than ulcer; the other, resected 
for carcinoma, was readmitted with widespread 
metastasis. There was one other patient I per- 
sonally resected for gastric ulcer approximately 
eight years ago whom I was able to contact. He 
was in excellent health. 

I do feel that gastroscopic examination has 
been sadly neglected. However, in most instances, 
there was no one sufficiently trained in gastro- 
scopy to perform this procedure. 

0 
SUCCESSFUL SUTURE OF STAB 
WOUND OF HEART* 


DONALD B. WILLIAMS, M. D.7 
NEW ORLEANS 





Successful suture of heart wounds with 
recovery of the patient and return to nor- 
man activity is by no means rare. The first 
successful suture was done by Rehn in 1896. 
Since that time the number has progressive- 
ly increased and a review of the literature 
reveals that approximately 300 heart 
wounds have been successfully sutured. 

This case is reported because it is thought 
to be one of the largest cardiac wounds ever 
successfully sutured in a patient past the 
fifth decade, and because it brings out the 
value of early diagnosis, operation, and the 
use of an emergency plasma bank, without 
which this patient probably would never 
have survived. ad 

CASE REPORT 

W. H., a negro man of 50 years was admitted 
to the Charity Hospital at 10:15 p. m., March 29, 
1942. Twenty minutes previously, while arguing 
with his wife, he had been stabbed in the chest 
with a Texas jackknife. He fainted within a few 








*Read before the Orleans Parish Medical Society, 
June 8, 1942. 

+From the Department of Surgery, Louisiana 
State University School of Medicine, and the Char- 
ity Hospital of Louisiana, New Orleans. 


minutes and remembers nothing until the next day. 
The patient was rapidly transferred by ambulance 
to the Charity Hospital, which was only a few 
blocks away. 

Examination revealed blood gushing from a 
wound over the left fifth costal cartilage, about 
1 cm. from the left sternal border. The patient 
was not aware of his surroundings; respiration 
was shallow and labored. The skin was cold and 
moist; there was cyanosis of the lips and tongue, 
and the neck veins were congested. The pulse and 
arterial pressure were absent; radial arteries wer 
markedly sclerosed. Heart sounds could not 
heard. A diagnosis of cardiac tamponade follow- 
ing stab wound of the heart was made and imme- 
diate operation was scheduled. 

Thoracic instruments were sterilized during 
transfer of the patient from the Emergency Room. 
Under light cyclopropane anesthesia with a high 
percentage of oxygen, a horizontal T-type incisior 
was made extending out into the fourth interspace. 
The third and fourth costal cartilages were severed 
at their sternal attachments; the fifth had been 
severed by the weapon, which had coursed upward 
through the fourth interspace. By retracting the 
sternal angles (Matas), adequate exposure was ac- 
quired, and exploration revealed the pericardial 
sac to be markedly distended with blood flowing 
from a wound with each systole. There was a con- 
siderable amount of clotted and liquid blood in the 
anterior mediastinum which seemed to extend ove: 
into the left pleural cavity, which apparently was 
opened at the time of the injury. The opening in 
the pericardium was enlarged widely up along the 
sternal border and the edges of the pericardium 
were grasped with forceps and brought up to the 
wound edges so as to make the heart more acces- 
sible (Matas). Liquid blood was suctioned from 
the pericardial cavity and a large wound approxi- 
mately 2.5 cm. in length was found in the anterio 
wall of the right ventricle just to the left of a 
descending branch of the right coronary. The 
heart was beating very slowly and irregularly, and 
profuse bleeding occurred with each systole. Due 
to the large size it was impossible to occlude the 
opening with the index finger, so the middle finger 
was held flatly against the opening while a black 
silk suture was placed through the middle of the 
wound about % cm. from the wound margins. 
This suture served as a hemostatic and steadying 
suture, as described by Elkin. Gentle traction 
stopped most of the hemorrhage and brought the 
opening up into position for suturing. Closure of 
the wound was begun at the angles where there 
was still considerable leakage. Fine black silk on 
full-curved fine needles was used, and an attempt 
was made to place all sutures down to the endo- 
cardium, but it was probable that a few did go 
through into the right ventricle. Rapid ischemia 
and cyanosis of the myocardium were noted, ap- 
parently due to traction and tension incidental to 
placing the sutures, which were tied gently with 
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just enough tension to approximate snugly the 
wound edges. Seven interrupted sutures, approxi- 
mately 3 mm. apart, were necessary to close the 
opening. The traction suture was removed when 
the release of tension revealed no leakage. The 
closed wound was inspected repeatedly until the 
pericardium was partially closed. A radial pulse 
was perceptible immediately following the relief of 
cardiac tamponade, and after suture of the wound 
and removal of all blood clots from the pericardium 
the systolic pressure rose to 90 and the diastolic 
pressure to 70. The internal mammary vessels 
were transfixed in four places so as to prevent 
hemorrhage, which has accounted for several 
deaths by secondary hemorrhage. Hemostasis of 
the thoracic wound, which was now bleeding rather 
freely, was accomplished. The left pleural cavity 
was closed while the pericardium was closed loosely 
with interrupted sutures down to the inferior angle, 
which was left open. The chest wound was closed 
anatomically except for a 1 cm. opening in the 
lower angle which was directly above the opening 
in the pericardium. Forty minutes were required 
for the operation. At completion the pulse was 
100, systolic pressure 60, and diastolic pressure 40. 

Postoperative Course: The patient received 300 
c.c. of plasma during the operation, and a plasma 
drip was maintained for 24 hours, during which 
time the patient’s blood pressure remained in the 
neighborhood of 80/40. Whole blood was not avail- 
able (matched) until after completion of the oper- 
ation; 500 ¢.c. were given then and repeated within 
twelve hours. At the end of 24 hours, the systolic 
pressure was 100, diastolic 70. It remained in this 
neighborhood for another 24 hours, after which it 
rose above 100, where it remained during the entire 
convalescence. Serosanguineous fluid drained from 
the wound in rather copious amounts during the 
first 24 hours. This drainage decreased rapidly, 
and completely stopped on the fourth postoperative 
day, when examination of the wound revealed that 
it had practically closed. The wound healed by 
primary intention; the skin sutures were removed 
on the seventh postoperative day. Sulfathiazole 
was given more or less as prophylaxis from the 
second to the eleventh postoperative day, since in- 
fection is a frequent complication and accounts for 
a high percentage of mortality. The maximum 
temperature was 102°. Five hundred cubic centi- 
meters of sterile serosanguineous fluid was aspi- 
rated from the left pleural cavity on the seven- 
teenth postoperative day and again on the thirtieth 
postoperative day. Blood transfusions were given 
when necessary. Frequent plasma infusions and 
large doses of cevitamic acid were given during*the 
postoperative convalescence. Electrocardiographic 
tracings were made from the day of operation to 
the present time. The findings were typical of 
cardiac trauma and pericarditis (ST-1 and ST-2 
shifted upward, T-1 and T-2 pointed). The follow- 
up has shown a gradual healing with a return to 
normal. 
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COMMENT 

This case is considered unusual because 
of the size of the wound in a patient of 
fifty years. A review of the literature in 
which case reports are given reveals no pa- 
tient of this age with recovery. Reports 
as to the actual size of the wound are scarce, 
but in those cases in which it is stated, 
no wound was found to be larger than in 
this case. Success in this case is obviously 
due to early diagnosis, operation, and the 
use of an emergency plasma bank, which 
already has saved many lives that previous- 
ly would have been lost in severe shock. 
Fluoroscopy was not used because it was 
thought to be an unnecessary waste of time; 
however, as pointed out by Bigger and 
Elkin, it is valuable in questionable cases 
when diminution or absence of cardiac pul- 
sations gives a positive diagnosis of tampo- 
nade. Roentgenographic examination holds 
little value because the pericardium does 
not dilate to a large size in acute cardiac 
tamponade (Bigger, Elkin, Maes). All hos- 
pitals that salvage a good proportion of 
heart wounds have the necessary instru- 
ments sterile at all times. We were for- 
tunate in this instance to have an operat- 
ing room ready for an emergency laparo- 
tomy. General anesthesia was used because 
of the probability of a collapsed left lung 
which could be inflated with positive pres- 
sure and to prevent any detrimental move- 
ments should the patient gain full conscious- 
ness after relief of cardiac tamponade (El- 
kin). Cyclopropane was used because it 
can be given with high oxygen content and 
with quick induction. The _ horizontal 
T-type (modified Spangaro) incision was 
chosen because the intercostal incision is 
time-saving and offers almost unlimited ex- 
posure by extension up and down the ster- 
nal border, as pointed out by Matas in 1907. 
The Elkin steadying and hemostatic suture 
was used instead of Beck’s method because 
it necessitated placing only one suture in- 
stead of three and allowed the operator to 
hold the traction suture in the left hand 
while suturing with the right instead of 
having to depend on an assistant to hold 
two crossed U-sutures. In this case the 
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traction suture was removed because tying 
would have caused too much ischemia of the 
heart muscle. It is doubtful that perfora- 
tion of the endocardium will cause any 
trouble or if the suture material will even 
come in contact with the blood if the su- 
tures are well approximated and the se- 
rosae are in firm and perfect apposition 
(Matas). Rives in 1941 demonstrated this 
at postmortem in an auricle which had pre- 
viously been sutured with through-and- 
through sutures. The lower angle of the 
wound was left open for drainage so as to 
prevent secondary tamponade and to allow 
drainage of a suppurative pericarditis 
should it occur. There is obviously consid- 
erable traumatic pericarditis with effusion 
following wounds and an operative proce- 
dure of this type. In this case it is doubt- 
ful if the wound could have been closed and 
the fluid allowed to absorb or drain into 
the left pleural cavity without a disastrous 
result. A drain was not used because of 
irritation to the pericardial and epicardial 
surfaces, which is more probable with the 
heart floating anterior in pericardial effu- 
sions of this type. With this traumatic 
factor and with evidence that various writ- 
ers have given that drains may introduce 
infection, it was decided that leaving a 
small opening in the inferior angle was the 
procedure of choice. The wound healed by 
primary intention and was completely 
closed on the fourth postoperative day. 
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DISCUSSION 

Dr. Isidore Cohn (New Orleans): I think that 
this is an occasion on which we all should be grate- 
ful for this splendid presentation and also grateful 
that we can count on men trained at the hospital 
who are capable of carrying on this type of work; 
work which would do credit to men of much longer 
years of experience and training. 

Also another thing to be pointed out is the value, 
cf a man having read the material as it has ap- 
peared in the recent literature so that he is pre- 
pared to carry out work as it presents. 

Nothing more can be said except to congratulate 
Dr. Williams and the men who trained him, and 
congratulate the Society on having had this splen- 
did presentation. 

Dr. Gilbert C. Anderson (New Orleans): I 
wanted to say just what Dr. Cohn said; to con- 
gratulate Dr. Williams and to point out the fact 
that we have here a resident surgeon who is ca- 
pable and competent of handling a case of this 
nature in the manner in which it should be han- 
dled. I think that speaks worlds for the training 
that the surgical fellows get at Charity Hospital 
and proves that we can offer a service and train- 
ing here that cannot be surpassed anywhere in 
the country. 





HISTAMINASE IN THE TREATMENT 
OF DUODENAL ULCER* 
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The literature concerning the many as- 
pects of peptic ulcer management, so volu- 
minous each year, reveals the lack of spe- 
cific therapy. One new drug after another 
is offered; each facilitates control of one or 
more factors concerned, but none is suffi- 
ciently comprehensive to surface the entire 
defect. 

A change of drug, a new method of diete- 
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tic management, a different physician, each 
will bring about a remission in the ma- 
jority of cases; this explains why the ulcer 
patient is such a “wanderer.” Frankly, 
our present knowledge permits us to control 
acidity and to practice the “art of medi- 
cine” in individualizing our patients. The 
average acceptable routine is a dietary regi- 
men of frequent feedings with proteins 
prominent, adequate vitamin content and 
supplement, acid neutralizers in preference 
to alkali, sedatives and antispasmodics as 
indicated. When the patient faithfully ad- 
heres to the well conducted medical regi- 
men, relief is expected; when satisfactory 
response is not forthcoming, the physician 
grasps for such supplemental aid as pitui- 
tary preparations, the estrones, histidine, 
foreign proteins, vaccines and innumerable 
other parenteral injections and even x-ray 
therapy. 

We do not permit prolonged failure with 
gastric ulcers, but with duodenal lesions, 
such a therapeutic gauntlet is permissible. 
With all sources exhausted, there remain re- 
fractory instances not enjoying even a 
cyclic period of comfort; these uncompli- 
cated instances of duodenal ulcer create an 
acceptable indication for a corrective op- 
eration. 

Any additional measure to avoid the mor- 
bidity of surgical interference in an uncom- 
plicated but refractory duodenal ulcer is to 
be welcomed. This exists as the stimula- 
tion for continued therapeutic research. 

The question arises, are these instances 
of duodenal ulcer of some different etiology 
or is some unusual factor perpetuating 
them? This may explain their refractory 
behavior. It was our earlier supposition 
that an associated gastritis, gastroscopical- 
ly proved, was symptomatically responsible. 
We were, at that time (1939 and 1940), 
giving histaminase a therapeutic trial in 
gastritis. Histaminase (Tarantil T-360*) 
is the enzymatic product Best and McHenry 
isolated from body tissues which, when in- 
cubated with histamine, inactivated the lat- 


*The drug used in this study, Tarantil T-360, 
was supplied by the Winthrop Chemical Company, 
Ine. 
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ter: this, confirmed in vitro experimenta- 
tion, has not been substantiated by in vivo 
observations. The patients improved re- 
markably, but the gastroscopic picture re- 
mained unchanged. With this stimulation, 
we selected 20 cases which fit these pre- 
requisites : 

1. Persistent symptomatology of over 
two years’ duration. 

2. Roentgenologically demonstrable duo- 
denal ulcer. 

3. Failure of previous 
medical therapy. 

These patients were not 20 consecutive 
cases because: 

1. Six patients were unable to continue 
therapy because of severe febrile reactions 
to the injection. Fever in each instance ex- 
ceeded 104°. In two, this reaction occurred 
after the first injection; in the other four, 
it developed later in the course of therapy 
and seemed to be a developed sensitivity. 

2. Three individuals refused to continue 
injections because of the severity of the lo- 
cal reaction. 

Our regimen was: 

1. A full diet without restriction, sup- 
plemented by mid-morning, mid-afternoon 
and bedtime milk. 

2. No medication whatever. 

3. Normal activity other 
nence from smoking. 

4. Histaminase (Tarantil), 4 units in- 
tramuscular every other day for 12 doses, 
then twice weekly for 12 doses, then once 
a week for 8 doses, then once monthly. We 
had no criteria for our selected dosage and 
we maintained the treatment indefinitely 
at monthly intervals to assure our follow- 
up observation. 

5. An asymptomatic follow-up of eight 
months was considered a therapeutic suc- 
cess. 

Our 20 cases were controlled by a group 
of ten duodenal ulcer patients given dis- 
tilled water and 20 given oral histaminase. 
Of the control group, only two of the lat- 
ter were asymptomatic. 

Unfortunately, x-ray studies were not 
available in three instances after success- 
ful treatment to check the effect on the 
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deformity. In two cases, the defect was 
roentgenologically healed; in four in- 
stances, it showed improvement; in one, it 


McHARDY AND BROWNE—Duodenal Ulcer 


stopped, no improvement was notable. 
4. Vasodilator: A vascular disturbance 
at the ulcer site has been an etiologic offer- 


RESULTS IN ELEVEN CASES RESPONDING TO HISTAMINASE 
































Gastric analysis 
Case Before 
No. Age Sex Free Total 
l 37 M 55 78 
D : sehasialianhiasuilitainatiiciieisiabiied 27 M 42 60 
3 39 M 35 62 
! 25 F 12 65 
5 . 36 M 60 86 
6 . 81 M 74 100 
7 27 M 86 90 
s 17 F 30 45 
y 30 M 59 83 
10 26 M 60 92 
11 32 M 40 58 
remained unchanged and in a single in- 
stance, it was roentgenologically accen- 


tuated. 

This study shows that of 20 cases select- 
ed for treatment, 11, or 55 per cent, were 
asymptomatic after an average of four 
weeks’ therapy and remained so in a fol- 
low-up period exceeding eight months. 
Three considered themselves improved, but 
had symptoms intermittently. In the re- 
maining six, three accepted partial gastric 
resection, one expired of an operative com- 
plication and the other two are asympto- 
matic; the remaining three persist in typi- 
cal ulcer symptoms. 

Seeking an explanation for this success 
we reason: 

1. The psychotherapy of parenteral the- 
rapy, but our study is adequately controlled. 

2. Neutralization of histamine by hista- 
minase and resultant diminution of gastric 
acidity. Histaminase theoretically lessens 
the production of hydrochloric acid in the 
stomach; in our cases, the reduction in 
acidity, while marked, was not sufficiently 
uniform. We must also remember the con- 
flicting experimental evaluation of hista- 
minase in this relationship and particular- 
ly the in vivo failures of the drug. 

3. Foreign protein reaction: The use of 
foreign protein has had adequate trial in 
uleer patients without significant success. 
Further, in the patients reacting severely 
and in whom treatments were necessarily 


Gastric analysis Onset of 


After relief X-ray 8 mos. after 

Free Total days treatment 

60 80 26 No x-ray 

20 40 7 Healed 

30 60 12 No x-ray 

10 30 23 50% retention cleared 
52 78 7 15% retention cleared 
44 80 21 Defect unchanged 

50 70 16 20% retention cleared 
36 60 28 Defect accentuated 

38 46 20 Healed 

30 45 21 No x-ray 

42 60 7 Improved 


ing for some time. Certain drugs have been 
used for selective dilatation of the gastric 
vessels, but the basis for their use is too 
tangible for acceptance and we do not make 
any such claim for histaminase. 

5. Allergic: It is possible that there may 
be an allergic basis for some ulcers; this has 
been predicated; if so, the neutralizing val- 
ue of histaminase over histamine would be 
of definite significance. Nine of our pa- 
tients gave a history of associated allergic 
manifestations; one of these, an asthmatic, 
was not relieved by the therapy and was 
benefited by partial gastric resection. 

It is apparent that this work is purely 
a clinical evaluation of histaminase in a 
group of refractory duodenal ulcer cases. 
We are not attempting to prove specificity 
for the preparation nor can we establish a 
physiologic basis for the results obtained. 
We realize that our series is small, but a 
truly refractory duodenal ulcer case is not 
frequently encountered and this work rep- 
resents total cases derived from a large 
clinic practice during a period of three 
years. 

There are previous more enthusiastic re- 
ports on the use of histaminase in the treat- 
ment of duodenal ulcers, but the work is un- 
controlled and the cases on the whole were 
poorly classified. As far as could be de- 
termined from a review of the literature, 
this is the first controlled observation on 
refractory duodenal ulcer cases. It is re- 
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erettable that we do not have a more scien- 
tific evaluation of our results. 
CONCLUSIONS 

1. Clinically histaminase has proved 55 
per cent effective in symptomatic relief in 
duodenal ulcer patients refractory to all 
other medical measures. 

2. The most plausible explanation for 
this therapeutic achievement appears to re- 
sult from diminution of hydrochloric acid 
secretion or from an anti-allergic achieve- 
ment. 

3. This report is considered a prelimi- 
lary observation which we hope may be 
confirmed by further and continued his- 
taminase therapy. 


BIBLIOGRAPHY 


\tkinson, A. J., and Ivy, A. C.: Action of histaminase 

gastric secretory response to histamine and to a meal, 
\m. J. Physiol., 107 :168, 1954. 

Best, C. H., and McHenry, FE. A. Inactivity of his- 
tamine, J. Physiol, 70 :349, 1930. 

Nakada, J. R.: The treatment of duodenal ulcer with 
stauminase, Rev. Gastroenterol, 2589, 1950 


Reth, G. M., and Horton, B, T.: Vhysielogic effects of 
staminase and histamine, J. A. M. A., 114:522, 1940, 
DISCUSSION 
Dr. Gordon McHardy (in closing): In reference 
to the eases in which oral histaminase failed; in 
1939 and 1940 the preparation we used was of 
doubtful strength and it may possibly be that in- 
effectiveness was due to lack of potency. How- 
ever, we have not been impressed by oral histam- 
inase when contrasted with the results with the 

parental preparation in a variety of conditions. 


SINUSITIS IN DISEASES OF THE 
LOWER RESPIRATORY TRACT* 


R. H. RIGGS, M. D. 
SHREVEPORT 


It is needless for one to dwell upon the 
importance of this subject, for it has been 
repeatedly emphasized during the past dec- 
ade. In a series of papers beginning in 
1919, many authors have called attention 
to the relation between drainage from the 
paranasal sinuses and certain types of pul- 
monary infection. Nevertheless, there are 
still cases going undiagnosed due to our 
neglect, apathy or unwillingness to make a 
complete examination. It is important that 

*Read before the sixty-third annual meeting of 
the Louisiana State Medical Society, New Orlezns, 
April 29, 1942. 
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we keep informed, regarding the advances 
being made on this subject, since we are 
still in ignorance regarding many phases 
of it. 

Quite extensive experimental work has 
been done. Associated with it are the 
names of Mullin, Ryder, Quinn, Meyer, Mc- 
Laurin, C. Jackson, Clerf, Manges, and 
others. 

One may ask, how can infection pass to 
the chest from the sinuses? There are 
several possible routes, namely: (1) inha- 
lation, (2) direct extension, (3) lymphatic, 
(4) hematogenous, (5) lymphohematoge- 
nous. 

In trying to prove the inhalation theory 
several methods were used. First, Mullin 
instilled india ink into the nostrils of rab- 
bits. These animals were sacrificed in a 
few hours and the substance was found in 
the trachea and bronchi. Later, Quinn and 
Meyer in partially narcotized humans, 
placed a catheter in the nostrils and in- 
stilled iodized oil. X-ray plates of the chest 
a few hours later showed it in the tracheo- 
bronchial tree. More recently McLaurin 
has injected iodized oil into the antra and 
in 24 hours has been able to demonstrate 
it in the chest. Other work included bron- 
choscopy after tonsillectomy. In 90 per 
cent of patients in whom tonsillectomy was 
done under general anesthesia, blood was 
found in the trachea. 

The process of direct extension is not 
considered seriously, except in such cases 
as the common cold. Here the primary fo- 
cus is usually the pharynx and infection 
may travel up or down, or both ways by 
the submucosal route. 

No real proof has been demonstrated as 
to infection going purely by the lymphatics 
or the blood stream, but exceptional work 
has been done on the lymphohematogenous 
route. Mullins’ work here is outstanding. 
He injected into the antra of rabbits an 
emulsion of india ink and tubercle bacilli. 
This was done after injuring the mucosa 
and severing the trachea. Later at autopsy 
the ink and bacilli were found in the sub- 
maxillary and internal jugular lymph nodes, 
the larger lymph trunks, the great veins, 








476 RicGs—Sinusitis 


the right side of the heart, and thence in 
the pulmonary arteries and peribronchial 
lymph nodes. 

Many chest conditions are listed by va- 
rious authors in evaluating their presence 
along with sinus disease, namely; tracheo- 
bronchitis, chronic bronchitis, bronchiecta- 
sis, lung abscess, asthma, tuberculosis and 
others. 

Some clinicians have estimated the per- 
centage of sinus disease in these stated chest 
affections; for instance, Clerf states 82.4 
per cent sinus infection in his series of 
bronchiectatic patients. Campbell says it 
is present 100 per cent in pneumonia. 
Brock and Bell report 40 per cent in 253 
cases of pulmonary tuberculosis. It is 
found in chronic bronchitis from 30 to 60 
per cent and numerous authors report its 
presence in asthma to be 100 per cent. 

Recognition that the nasal accessory si- 
nuses are the starting point for many cases 
of non-tuberculous disease in the lungs is 
of great importance to other physicians be- 
sides the nose and throat specialist. It is 
a matter of moment to the pediatrician, 
since sinus disease may start in early in- 
fancy. Manges points out that the sinuses 
drain poorly in infancy and believes that 
repeated pneumonia in children is almost 
invariably attributable to sinus infection 
when it is not due to an unrecognized for- 
eign body in the lungs. The type of child 
who no sooner gets over one cold than he 
comes down with another, and who coughs 
with every cold, ought, decidedly to be ex- 
amined for an infected sinus. The condi- 
tion of children’s sinuses is well shown in 
the x-ray picture. 

It is above all important that the general 
practitioner should have an adequate under- 
standing of the part played by sinus infec- 
tion in broncho-pulmonary disease. 

An examination at the time when an in- 
definite case with pulmonary symptoms 
presents itself, will frequently save months 
ot ineffectual treatment. During this time 
the process in the lungs may progress to 
a stage beyond hope of cure, such as estab- 
lished bronchiectasis; whereas, eradication 
of the sinus infection earlier in this condi- 


tion, in the stage of chronic bronchitis, 
might have saved the patient from this dis- 
tressing end result. 

Sinus disease is often symptomless, 
practically so at the time lung changes have 
begun to produce symptoms. In a number 
of cases postnasal discharge is the only 
symptom that would point to the sinus, and 
this may be overlooked or misinterpreted. 
Cough, loss of weight, lassitude are promi- 
nent symptoms, and there may be fever. 
The manifestations thus belong to the chest 
rather than the head side of the picture. 

A careful history of most bronchiectatic 
cases will usually indicate that the trouble 
started rather early in life and that as « 
child the patient had very frequent colds. 
indicating flare-ups of chronic sinus dis- 
ease, associated with a great tendency to 
cough. Every case of bronchiectasis must 
have a very complete examination of the 
sinuses, including x-ray pictures. 

Prevention is the best treatment of bron- 
chiectasis and this simply means that if 
sinus disease is present it must be recog- 
nized early in life and unrelenting efforts 
made to control it. 

If bronchiectasis is well developed when 
the patient is first seen, it is also highly 
necessary to clean up any sinus disease that 
may exist. If the sinusitis can be controlled 
the patient is likely to show marked im- 
provement, even though it is not possible 
to relieve the dilatation that has already oc- 
curred in the bronchi. 

The subject of asthma presents so many 
angles as to its mechanism, etiology and 
treatment that it is possible only to discuss 
certain types of the disease. 

McLaurin describes a condition called 
“intrinsic” or “infectious” asthma. Chronic 
sinus disease can be demonstrated in prac- 
tically every instance. Hyperplastic sinus- 
itis with special involvement of the eth- 
moids is the frequent type of pathologic 
change. His observations are, that hyper- 
plastic sinusitis is the rule in young adults 
and more advanced life, but in children 
spasmodic asthma is frequently the result 
of purulent sinusitis, especially of the an- 
tra. Ferris-Smith believes that in proper 
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hands many cases of asthma with co-exist- 
ing sinus disease can be improved by ade- 
quate radical sinus surgery. Baum on the 
other hand says that the cure is only tem- 
porary and likens it to removing an urti- 
carial wheal hoping to cure the asthma. 

The conclusions of many competent men 
could be given and many diverse opinions 
would be heard. It is my belief that there 
are some asthma patients who will be cured 
for a time, anyway, by rather simple sinus 
operations. There are others who will not 
be relieved by operation, regardless of how 
complete it may be. 


SUMMARY 

I have briefly discussed the relationship 
of sinus disease to infection of the lungs. 
Originating in the “common cold” and per- 
petuated as a chronic sinusitis, there is es- 
tablished a predisposition to recurring in- 
fections of the respiratory tract. This may 
eventuate into a chronic chest condition. 
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Look for sinus disease in all infections of 
the lower respiratory tract, especially those 
not responding to ordinary treatment. 
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A SILVER ANNIVERSARY 


The approaching meeting of the Louisi- 
ana State Medical Society will mark the 
twenty-fifth anniversary of Dr. P. T. Tal- 
bot as Secretary-Treasurer of the organi- 
zation, and as business manager of the New 
Orleans Medical and Surgical Journal. Dr. 
Talbot started his official connection with 
organized medicine as a comparatively 
young man and he has grown grey in the 
service of his much beloved medical society. 
During all these years Talbot has func- 


tioned efficiently and with enthusiasm; he 
has done his job well. 


In the twenty-five years of service, Tal- 
bot has come in close contact with the many 
Louisiana doctors who have been officers 
of the State Society. We know of no one 
who has not spoken well of him. He has 
been tactful and he has been gracious at all 
times. His primary interest has been the 
State Society and his interest in the organ- 
ization is reflected in the willingness of 
others to help him in running his part of 
the organization. The presidents and other 
officers have been dependent upon him and 
their dependence has not been in vain. Tal- 
bot has never attempted to force policies 
on the organization but quietly and effi- 
ciently he has gone about doing what he has 
been advised to do by the House of Dele- 
gates and by the elected officers of the asso- 
ciation. 

Dr. Talbot has done well for organized 
medicine and its membership. The editorial 
staff of the Journal extends to him felicita- 
tions and congratulations on the successful 
completion of twenty-five years of good and 
faithful service. 


MEDICAL MEETINGS 


The recent meeting of the New Orleans 
Graduate Medical Assembly which came to 
a successful completion on March 18, indi- 
cates quite definitely that the medical pro- 
fession on the whole is anxious to obtain 
knowledge and information concerning re- 
cent advances in medicine in all its various 
aspects. The attendance was absolutely an 
overwhelming surprise. There were ap- 
proximately 1200 doctors registered, one- 
third of whom were medical officers, for 
the most part in the junior ranks. How 
many more physicians might have attended 
this meeting is a subject for conjecture be- 
cause many, unable to obtain hotel accom- 
modations, were forced to give up their 
anticipated attendance at the meeting. For- 
tunately, Dr. Daly and the Board of Ad- 
ministrators of the Charity Hospital saw 
fit to make available a very considerable 
number of beds so that the doctors who 
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could not obtain rooms in the hotels of the 
city were lodged in the Charity Hospital. 

One explanation of the large attendance 
may lie in the fact that none of the large 
national organizations are holding their 
usual yearly meetings. To supplant in part 
these annual conventions, smaller meetings 
are being held throughout the country and 
regional meetings in the instance of some 
of the national societies. The American 
College of Physicians, for example, will 
hold a regional meeting in New Orleans in 
April for the Fellows of the College who 
live in Alabama, Mississippi, Louisiana, 
eastern Texas and Arkansas. Already a 
very large number of doctors have planned 
to attend this meeting devoted entirely to 
internal medicine and it promises to be 
most successful. 

Louisiana, together with a few other 
states, has decided not to hold its annual 
scientific session of the State Society. Judg- 
ing by the attendance at the recent meeting 
in New Orleans, the State Society might 
have had a large attendance this year, but 
no one knows. The doctors are working 
harder than they have ever worked in their 
lives and they have no time to read and 
study so they do need recreation and they 
do need to have scientific matters presented 
to them briefly and concisely. These meet- 
ings that are not in the home town of the 
doctor would give a man a few days off 
from the severe trials and labors that he is 
now going through. We look with pride 
upon the local societies that have kept go- 
ing, but do feel in the instance of a meeting 
held in the region nearby where a man is 
practicing that it is often impossible to at- 
tend these meetings and that calls and de- 
mands for his services will keep him away. 
Furthermore, it might be better for the 
doctor to rest these few hours rather than 
to go to a meeting which would consume 
more of his time and make certain demands 
upon him, 

A Parish or District Medical Society 
meeting does not give the doctor much of a 
chance to rest; a meeting some distance 
from his home does. Just where a state 
medical society meeting comes in is diffi- 


cult to decide. The doctors are not far 
enough from home to get away from the 
ever ubiquitous telephone calls. On the other 
hand, it might be that a society meeting 
would be restful and above everything else 
a change from the daily routine. It will be 
interesting to know what will be the de- 
cision of the House of Delegates concerning 
a meeting for next year. 
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CANCER CONTROL 

During the month of April the President 
will, as has been his custom for several 
years, proclaim cancer control month 
throughout the country. During April the 
Women’s Field Army of the American So- 
ciety for the Control of Cancer will conduct 
its annual appeal for funds and for enlist- 
ment. The efforts of these women should 
be furthered by every physician as the doc- 
tor, better than any other person in the 
community, knows well the ravages of can- 
cer. The Women’s Field Army has worked 
seriously and effectively in educating lay 
groups as to the importance of recognizing 
early the most insidious of diseases, cancer. 
This organization is responsible also for the 
National Cancer Act which created a Na- 
tional Cancer Institute in Bethesda, Mary- 
land, well known to the medical profession. 
On the National Advisory Cancer Council 
there has been one or more of the society’s 
members serving on the Board of Directors. 
To further the educational program, meet- 
ings are held, literature is distributed and 
the word is spread throughout the length 
and breadth of the nation as to the dangers 
of cancer. Several years ago one of the 
local cancer committees published a book 
which is entitled “Youth Looks at Cancer.” 
This book is receiving more and more at- 
tention from school authorities who appre- 
ciate that information conveyed to young 
minds is likely to remain there permanent- 
ly, so that when the cancer age is reached 
these students will remember at least some 
of their teachings about the importance of 
early diagnosis of malignancies. 

It is hoped that the members of the 
Women’s Field Army, 225,000 strong, will 
this month of April obtain the goal of let- 
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ting every person in this country know that, 
do they have certain signs and symptoms, 
they should promptly and immediately con- 
sult a doctor who will make the diagnosis 
and take the proper steps to eradicate the 
disease. Their hope for attainment of this 
goal should receive the hearty approbation 
of the medical profession who know that 
cancer is the second highest cause of death 
in this country and that knowledge about 
cancer is the first step in its conquest. 
INFLUENZA 

Francis,* in the Clarence M. Jackson 
Lecture delivered annually at the Univer- 
sity of Minnesota, discusses the control of 
epidemic influenza. He points out that 
notable advances have been made in the 
epidemiology of this disease, particularly 
in recognizing that it is of a virus origin. 
There still remain many problems in regard 
to the disease, not the least of which is just 
what should be included under diagnosis of 
influenza. Many physicians incorporate 
under the term all unidentified respiratory 
diseases, others include only the pandemic 
type of influenza which occurs from time to 
time. Francis defines influenza as “an epi- 
demic disease which occurs at frequent in- 
tervals in the same geographic areas, 
spreads rapidly, subsides promptly and 
varies remarkably in extent and severity in 
different years.” 

The pathogenesis of influenza is by no 
means clear. The virus is transferred 
through a population from the respiratory 
tract of infected individuals to those who 
are susceptible. Probably in most instances 
there is direct infection to cause the disease. 
The virus attacks and destroys the ciliated 
columnar epithelium of the respiratory 
tract, largely that of the nose and the 
larger respiratory passages. Pneumonia by 
no means is a concomitant, it is present in 
only a minority of the patients and is a 
secondary phenomenon following the de- 
struction of bronchial epithelium. In the 
experimental animal, when the virus is in- 








*Francis, Thomas, Jr.: A rationale for studies 
in the control of epidemic influenza, Science, 97: 
229, 1943. 


Editorials 


troduced peritoneally, pneumonia does not 
occur unless enormous doses are given. In- 
fluenza is not a generalized infection; Fran- 
cis states the virus has a specific localizing 
effect on the cells lining the respiratory 
tract. If these cells are protected the dis- 
ease will not occur. 

Immunity to influenza occurs immedi- 
ately after the attack but this immunity is 
short lived. It seems to depend upon the 
restoration of the respiratory epithelium to 
the normal and then the individual again 
becomes susceptible. He points out that 
there are two distinct types of influenza 
virus, type A and type B. An attack of one 
type does not afford immunity to the other 
type, although the disease expressions are 
clinically and pathologically similar. 

Active immunization has been obtained 
by various workers, but it is pointed out 
that while a high antibody titer may be ob- 
tainable, it is by no means positive evidence 
that the patient is immunized; this is ex- 
plicable on the basis that the disease is es- 
sentially local. It has been found, however, 
that vaccination does afford a certain 
amount of protection but the evidence as to 
this is by no means conclusive. In some 
groups vaccination has reduced the inci- 
dence of the disease by one-third, in other 
groups no effects have been found to take 
place. Under any circumstance, immunity 
is but short lived. Francis suggests that it 
might be possible to vaccinate by the intra- 
nasal route and that this method should be 
thoroughly studied. 

Passive immunization has been produced 
by transferring antibody to the experimen- 
tal animal. The best results have been ob- 
tained by giving combined serum and virus 
by the intranasal route. Immune serum 
has been used as an intranasal spray in the 
treatment of man and if given within the 
first two days of illness it is definitely 
worth while. This method is at best a tem- 
porary expedient but it might be, if devel- 
cped properly, of great value in the event 
of an epidemic. This method of passive 
immunization is still in the experimental 
stage. 














Orleans Parish 


In spite of the inconclusive results in the 
prevention of influenza, the practicing phy- 
sician still has certain measures which 
should be followed out when a patient has 
the disease. Isolation and quarantine are 
importance. Local disinfection of the 
sick room is of very little value as the 
human being is the chief distributor of the 
disfase. Some of the newer methods of 
sterilizing the air may prove to be of great 
worth in the future. Used indoors a readily 
volatile substance such as propylene glycol 
may be of value. No drug has been found 
to act prophylactically or as being available 
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to make the virus inert. On the other hand, 
and this is the most practical feature of the 
whole report, it has been shown definitely 
that the face mask affords a barrier to pre- 
vent the dissemination of the virus. The 
face mask is not the ordinary gauze mask 
which is often actually harmful, but should 
be one of the newer type of masks which 
contain flannel filters which filter the nox- 
ious agent out of the air and which become 
more effective with use and with launder- 
ing. These masks protect the well wearer 
and the exposed individual. They very defi- 
nitely should be employed in the sick room 
of the patient who has influenza. 
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TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


April 1. Clinico-pathologic Conference, Touro In- 
firmary, 11:15 a. m. to 12:15 p. m. 
Baptist Hospital, Executive Meeting, 
8 p. m. 
April 5. Orleans Parish Medical Society, Board 
of Directors, 8 p. m. 
April 6. Eye, Ear, Nose and Throat Staff, 8 p. m. 
April 7. Clinico-pathologic Conference, Charity 
Hospital Morgue Amphitheater, 1:50 
p. m. 
Mercy Hospital Staff, 8 p. m. 
April 8. New Orleans Hospital Council. 
April 12. Orleans Parish Medical Society, Scien- 
tific Meeting, 8 p. m. 
April 14. Clinico-pathologic Conference, Charity 
Hospital Morgue Amphitheater, 1:30 
p. m. 
Touro Infirmary Staff, 8 p. m. 
Women’s Auxiliary, Orleans Parish Med- 
ical Society, Orleans Club, 3 p. m. 
Clinico-Pathologic Conference, Marine 
Hospital, 7:30 p. m. 
April 15. Clinico-pathologic Conference, Touro In- 
firmary, 11:15 a. m. to 12:15 p. m. 
April16. I. C. R. R. Hospital Staff, 12:30 p. m. 
April 19. Hotel Dieu Staff, 8 p. m. 
Clinico-pathologic Conference, Baptist 
Hospital, 8 p. m. 
April 20. Charity Hospital Medical Staff, 8 p. m. 
April 21. Clinico-pathologic Conference, Charity 
Hospital Morgue Amphitheater, 1:30 
p. m. 
Charity Hospital Surgical Staff, 8 p. m. 
Clinico-pathologic Conference, Hotel 
Dieu, 8:15 p. m. 
April 22. Clinico-pathologic Conference, Touro In- 


firmary, 11:15 a. m. to 12:15 p. m. 
DePaul Sanitarium Staff, 8 p. m. 


April 27. Baptist Hospital Staff, 8 p. m. 
April 28. Clinico-pathologic Conference, Charity 
Hospital Morgue Amphitheater, 1:30 
p. m. 
Clinico-pathologic Conference, 
Hospital, 7:30 p. m. 
French Hospital Staff, 8 p. m. 
Hutchinson Memorial Clinic Staff, 8 p. m. 
Catholic Physicians’ Guild, 8 p. m. 


Marine 


April 29. Clinico-pathologic Conference, Touro In- 
firmary, 11:15 a. m. to 12:15 p. m. 
April 30. New Orleans Hospital Dispensary for 

Women and Children Staff, 8 p. m. 
L. S. U. Faculty Club, 8 p. m. 


During the month of March the Society held one 
regular scientific meeting, and one joint meeting 
with the New Orleans Graduate Medical Assembly. 
The Programs were as follows: 

REGULAR SCIENTIFIC MEETING: Emer- 
gency Medical Service in Louisiana, by Dr. Eugene 
Countiss; Medical Aspects of Chemical Warfare 
Agents, by Dr. Edgar Hull; Vesicant Agent in 
Chemical Warfare, by Dr. J. D. Rives. 


JOINT MEETING: The Dangerous Multipara, 
by Dr. Nicholson J. Eastman, Johns Hopkins Hos- 
pital, Baltimore; Forms and Clinical Manifesta- 
tions of Myocardial Disease, by Dr. Louis Hamman, 
Johns Hopkins University School 
Baltimore. 


of Medicine, 


Dr. H. W. Kostmayer and Dr. Roy B. Harrison 
recently attended the meeting of the annual Con- 
gress on Medical Education and Licensure at 
Chicago. Dr. Kostmayer also attended the Na- 
tional Conference on Medical Service at Chicago. 
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Dr. John H. Musser attended a meeting of the 
Council on Medical Education and Hospitals of the 
American Medical Association at Chicago, Feb- 
ruary 13. 





Dr. C. P. May has been appointed chief neuro- 
psychiatrist for the armed forces Induction Station 
in New Orleans. 


Dr. I. L. Robbins was guest speaker at Anshe 
Sfard Synagogue on February 18. 





Dr. Joseph A. Danna recently addressed the 
Catholic Daughters of America. Dr. Danna’s sub- 
ject was Man’s Pathway to Eternity Through 
Science. 

Dr. Willard R. Wirth was elected chairman of 
the executive committee of the Touro Infirmary 
staff at a recent meeting of the staff. Dr. Hil- 
liard E. Miller was elected vice-chairman and Dr. 
Charles J. Bloom, secretary. 





At a recent meeting of the Catholic Physicians’ 
Guild the following physicians were elected to of- 
fice to serve during 1943: Dr. Joseph Danna, 
president; Dr. Edwin L. Zander, vice-president; 
Dr. Walter J. Otis, treasurer; Dr. Theo. F. Kirn, 
secretary; Drs. E. L. Leckert, Daniel J. Murphy, 
and Wm. Harris, members of the board. Dr. Ruth 
Aleman was appointed as chairman of activities 
and Dr. Frank Chetta chairman of membership. 

At a recent meeting of the DePaul Sanitarium 





Staff the following physicians were re-elected to 
the staff: Dr. Walter J. Otis, chairman; Dr. E, 
M. Connely, vice-chairman; and Dr. L. J. DeBuys, 
secretary-treasurer. At this meeting Dr. Charles 
Holbrook presented a case report on Encephalitis 
with Psychosis and Autopsy Findings; Drs. A. V. 
Friedrichs, Lewis A. Golden and other members of 
the staff discussed this paper. Dr. C. Grenes Cole 
presented a paper on Autopsies. Sister Ann, 
superintendent of the Sanitarium, made a brief 
address. S 





Dr. William B. Clark was guest speaker at a 
recent meeting of the Birmingham Eye, Ear, Nose 
and Throat Society. Dr. Clark spoke on recent 
advances in industrial ophthalmology. 

Dr. Howard Mahorner was guest speaker at a 
meeting of the Rapides Parish Medical Society at 
Alexandria on March 1. The title of Dr. Mahor- 
ner’s presentation was Varicose Veins and Other 
Vascular Diseases. 








Dr. Julius Lane Wilson recently attended a meet- 
ing of the board of the National Tuberculosis Asso- 
ciation in New York. 

Dr. John Adriani presented a paper on Intra- 
venous Anesthesia at the March meeting of the 
Mercy Hospital Staff. 


DANIEL J. Murpny, M. D., 
Secretary. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Second Tuesday of every month Bastrop 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 


Second District 





DR. EMMETT LEE IRWIN 

Dr. Irwin, president of the Louisiana State 
Medical Society, was born January 3, 1893, in 
Clinton, Louisiana, the son of Dr. E. L. Irwin and 
Mrs. Irwin, neé Darling Kernan, daughter of Judge 
Kernan of Clinton. Dr. Irwin graduated from the 
Clinton High School and then went to the Chamber- 
lain Hunt Military Academy. He obtained an A. B. 
degree from Louisiana State University in 1912 
and then studied law. Medicine appealed to him, 


however, more than did the law so that he entered 
the Tulane Medical School, to graduate in 1917 
with a degree of M. D. While he was in Louisiana 


Third Thursday of every month 


State University he enlisted in the National Guard 
and saw service on the border under Brigadier 
General, subsequently Lt. General Bullard. In 
1917 he was called into active service and was 
made a Captain of Infantry in charge of a machine 
gun company. He had overseas service in France 
in 1918-19 and then was one of the fortunate in- 
dividuals who was detached from their commands 
end sent to a European University for study, in 
this instance being the University of Edinburgh in 
Scotland. 

On his return to this country, Dr. Irwin entered 
the Charity Hospital of New Orleans as an intern, 
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became one of the house officiers and eventually 


became the house surgeon in 1924-25. He was 
made Assistant Professor of Surgery in the Post- 
graduate Medical School of Tulane and subsequent- 
ly Professor of Surgery of the Louisiana State 
Medical Center in 1931. He has been a member of 
the Board of Governors of the American College of 
Surgeons and is a member of the Orleans Parish 
Medical Society, the Louisiana State Medical So- 
city, as well as the American Medical Association. 
Dr. Irwin was one of the active promoters and 
organizers of the New Orleans Graduate Medical 
Assembly. 


Many honors have fallen to Dr. Irwin. He has 
been president of the Orleans Parish Medical So- 
ciety, he is a member of the honorary fraternity, 
Phi Kappa Phi of Louisiana State University, he 
was chosen National Commander of Kappa Alpha 
fraternity, serving from 1934-40. He has been 
selected as one of the members of the Board of 
Supervisors of Louisiana State University and 
takes an active interest in directing the activities 
of this great institution. 

It is obvious from this brief resumé of the cur- 
riculum vitae of Dr. Irwin that he is a man who 
is respected, admired and liked by his fellow phy- 
sicians. He is a man of drive and force, he has 
made himself one of the outstanding surgeons of 
his state. No better man could have been selected 
as president of the State Medical Society in these 
turbulent and troubled times. 
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SAM HOUSTON JONES 


The Annual Oration this year will be delivered 
by Governor Sam H. Jones. The Society is indeed 
fortunate in having this outstanding statesman of 
the Far South to give the annual address. 
Governor Jones was born in Beauregard Parish, 
near Merryville, on July 15, 1897. He attended 
public school in DeRidder where he was known for 
his fluency in speaking and where he won many 
honors. He attended Louisiana State 
University shortly under two years and then left 
to enter the Army in the World War. He served 
for 17 months in the Army and then returned to 
DeRidder where he was Deputy Clerk in his 
father’s office, and where at night he studied law, 
ultimately to be admitted to the bar in 1922. 


debating 


The Governor practiced in DeRidder, and for 
nine years was Assistant District Attorney for the 
14th Judicial District comprising five Southwest 
Parishes. In 1921 he was elected delegate to the 
State Constitutional Convention. He was at the 
time 24 years old and the youngest delegate in the 
body. In 1934 Governor Jones entered a private 
law firm in Lake Charles, and in that year he mar- 
ried his most attractive wife by whom he has had 
two children. 


Governor Jones has been a State Commander of 
the American Legion and has always been most 
active in their affairs. 

It hardly seems necessary to recount the many 
brought about 


reforms that have been during 
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Jones’ administration. He has become a leader 
not only of the State but of the Democratic Party 
in the Far South. His accomplishments as Gover- 
nor have been obtained in spite of terrific political 
opposition. The State now is being run as a busi- 
ness concern, with the people of the State getting 
more for their money than has ever been possible 
heretofore. Governor Jones’ term of office has 
been replete with accomplishments, and he will go 
down in the history of the State as one of our 
great Governors. 


oO 
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THE 19483 ANNUAL MEETING 

This year the Annual Meeting will be confined 
to the business which will be brought before the 
House of Delegates in Baton Rouge on Monday, 
May 3. Headquarters will be at the Heidelberg 
Hotel. The program for the day is outlined below: 

Registration—8:00 a. m. 

House of Delegates—9:00 a. m.—Dr. Val F. 
Fuchs, Chairman. 

Luncheon for House of Delegates—12:30 p. m. 

House of Delegates—2:00 p. m. 

General Meeting. 

Dinner for House of Delegates—6:00 p. m. 

Evening Session—7:30 p. m.—Dr. Kernan Ir- 
win, Presiding. 

Presidential Address—Dr. Emmett L. Irwin. 

Annual Oration—Governor Samuel Houston 
Jones. 

Presentation of Medal to Retiring President— 
Dr. Emmett L. Irwin—Dr. L. C. Chamber- 
lain. 

Introduction of 
deGravelles. 

Technical exhibits will be held in room where 
luncheon and dinner for the House of 
Delegates will take place. 

Local Committee on Arrangements—Dr. Ker- 
nan Irwin, Chairman; Dr. Felix Boizelle 
and Dr. H. C. Hatcher. 

It should be reiterated that while the meeting is 
primarily for the conduct of the business of the 
State Medical Society, the evening session will be 
the usual one that is held at every meeting, at 
which time Dr. Irwin will give his Presidential 
Address, the Annual Oration will be delivered by 
Governor Sam Jones, and the medal to the retiring 
President will be presented. Dr. C. C. deGravelles 
of New Iberia will be introduced as the new Presi- 
dent for the coming year. 


New President—Dr. C. C. 
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BATON ROUGE 


It is indeed to be regretted that the doctors of 
Louisiana will not have the opportunity of viewing 
the tremendous changes and the new development 
that have occurred in Baton Rouge since the time 
of the last State Society Meeting which was held 
in this capital city of Louisiana in April, 1928, at 
which time Dr. A. A. Herold was President of the 
Society. 
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Since the meeting of fifteen years ago, Baton 
Rouge has developed into one of the most active 
and busy cities of the State. The University has 
undergone tremendous expansion, and its campus 
now is one of the most beautiful of any state uni- 
versity in this country. The University is attended 
by thousands of students who come not only from 
Louisiana but from elsewhere in the United States 
and from Central America. The State Capitol and 
the State buildings surrounding the Capitol are 
monuments of beauty surrounded by landscaping 
of the nearby area which made the Capitol cen- 
ter one of the beauty spots of the State. It will 
not be necessary to speak of the big industries that 
have moved to Baton Rouge nor of the various war 
activities that are being carried out in this section 
of the State. 

The growth of the city has been phenomenal, 
and the surrounding districts of the city have re- 
flected this growth in the innumerable lovely sub- 
urban homes that have gone up around the urban 
districts of Baton Rouge. 

The Journal is reprinting below an historical 
sketch of Baton Rouge, which was published fifteen 
years ago. It so well summarizes this important 
historical city that we feel it is worth rereading. 

AN HISTORICAL SKETCH OF 
BATON ROUGE 

Baton Rouge was first seen by Robert Cavalier 
de LaSalle, the prince of American explorers, 
when he came down the Mississippi River in 1682 
and was certainly seen by Pierre Lemoyne, Sieur 
d'Iberville, when he came up the river in 1699. 
Up to that time it was merely the line of demar- 
cation between the hunting grounds of the Hou- 
mas and Bayou Goula Indians. History tells us 
that the chief of the Houmas was named Istrouma 
and for that reason the name has local interest. 
The name of “Baton Rouge” is pure French and 
means “Red Stick.” Diron d’Artaguette the offi- 
cer in charge of this district under the French 
government in the early days of the discovery, 
writes that on the first highland that one saw 
when ascending the Mississippi River, there was 
located a red cypress tree of such huge dimen- 
sions that if felled and made into a dug-out it 
would make two good sized boats. The French 
with their characteristic perspicacity for nomen- 
clature called the place Baton Rouge or Red Stick, 
after this monster landmark so palpably plain to 
those passing on the river. While some historians 
have indulged their fancies to the extent of saying 
that it was due to a pole on which was hung the 
scalps of captives, and dyed red with blood, others 
that the post was painted red to make it attractive, 
and so on ad libitum, the fact remains that as 
the tree was so conspicuous it was used in aborig- 
inal times as a boundary mark between the hunt- 
ing grounds of the Houmas and Bayou Goulas, 
and instead of being painted as claimed (and all 
the pigments the Indians had in those days were 
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used in body ornamentation) but had been skinned 
or stripped of its bark, to make it prominent, for 
some distance above the ground after the custom 
of the Indians to blaze trails by gashing trees to 
mark the way others must follow. With their tom- 
ahawks they removed the bark and got the same 
effect as would have been gotten from painting. 
Some authorities have placed the Red Stick at the 
mouth of the old Garrison Bayou, Lake Grasse, 
now closed by the dyke in the formation of Uni- 
versity Lake, but if we take into consideration 
the fact that it stood on the first highland which 
one saw when ascending the river, it must have 
stood where the State Capitol now stands. Also 
the height of the hill gave it eminence over the 
surrounding country and made it remarkable. 
Also how much more in the keeping of the eternal 
order of things is the thought that where the 
Indians of that period met to arrange their in- 
tertribal affairs, on the same spot meets the Leg- 
islature of Louisiana to arrange the affairs of 
this great State. This monarch of the forest, 
planted by the hand of the Great Spirit was no 
doubt meant to mark a spot favored by the gods 
of this American continent, for it stood guard 
over the place where the greater European na- 
tions would struggle over the mastery of the 
Mississippi River as being the key to American 
commerce, and one after another they marched 
and countermarched and strove to conquer and 
hold this spot as being the strategical solution of 
their sought for domination. Under eight separate 
and distinct flags this place, originally marked 
by the Red Stick of the Great Spirit, has proved 
in recent years to be the headwater of deepwater 
navigation on the Mississippi, the greatest inland 
seaport in the country, surrounded with all the 
wealth of nature lavishly supplied, and, by reason 
of its dominance of the great river, immune from 
its annual rampages. These flags were: 

Fleur de lys of France—white and yellow fleur 
de lys—flag of Bourbons. 

English Flag —crosses of St. George and St. 
Andrews crossed in red and white. 

Flag of Spain—white flag, coat of arms of Cas- 
tile. 

Florida Republic — Large white star on blue 
field. 

Flag of United States—seventeen stars and sev- 
enteen stripes. 

Flag of Louisiana—sovereign State of Louisi- 
ana. Flag of United States without stars—one 
yellow star. 

Confederate Battle Flag—stars and bars. 

United States Flag—stars and stripes. 

In the old days the Europeans sought to hold 
the river for its advantages as an artery of com- 
merce, while in modern times it still is the great- 
est asset of the people of Louisiana despite its 
destructive periods of flood stage, caused by the 
fact that man has endeavored to obstruct its course 
and divert its channels. 
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BI-PARISH MEDICAL SOCIETY 

The Bi-Parish Medical Society held its meeting 
on March 3 in the East Louisiana State Hospital 
after a bounteous repast prepared by the Hospital. 
The Society adjourned to the office of the Super- 
intendent Dr. G. J. Smith, for its business and 
scientific program. 

Due to the illness of the President, Dr. G. J. 
Smith, Vice President M. A. Walker presided. Drs. 
J. C. Miller, Jackson, Louisiana and Dr. J. L. 
Smith, of Angola, Louisiana were elected members 
of the Society. Drs. Walker and Smith invited the 
Society to be their guests in the Hospital at the 
Louisiana State Penitentiary at our meeting, June 
2, 7:30 p. m., 1943. 

Dr. E. M. Robards read an excellent paper on 
“Early Recognition of Schezoid Reactions,” which 
was favorably discussed by members present. 

A vote of thanks was extended to Dr. Robards 
for his timely paper and to the officials of the 
hospital for the excellent dinner given us. 

The Society adjourned to meet in Angola, Louisi- 
ana, June 2, 7:30 p. m., 1943. 

Signed: M. A. Walker, M. D., 
Acting President. 
E. M. Toler, M. D., 
Secretary-Treasurer. 
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RATIONING OF PATIENTS 

The attached information, covering regulations 
governing procedure in reference to securing cer- 
tificates for additional processed foods and addi- 
tional amounts of sugar, was received from War 
Price and Rationing Board No. 9, New Orleans. 

Patients Who Need More Processed Foods 

Sec. 2.5: Consumers who need more processed 
foods because of illness may apply for more points. 
(a) Any consumer whose health requires that he 
have more processed foods than he can get with 
War Ration Book Two, may apply for additional 
points. The application must be made, on OPA 
Form R-315, by the consumer himself or by some- 
one acting for him, and may be made in person 
or by mail. The application can be made only to 
the Board for the place where the consumer lives. 
He must submit with his application a written 
statement of a licensed or registered physician or 





surgeon, showing why he must have more pyro- 
cessed foods, the amounts and types he needs dur- 
ing the next two months, and why he cannot use 
unrationed foods instead. (b) If the Board finds 
that his health depends upon his getting more pro- 
cessed foods, and that he cannot use or cannot 
get unrationed foods, it shall issue to him one 01 
more certificates for the number of points neces- 
sary to get the additional processed foods he needs 
during the next two months. 
Patients Who Need More Sugar 

Sec. 1407.75: Illness of consumer. Any person 
who, by reason of his illness, requires amounts of 
sugar in addition to that otherwise allowed him 
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may apply for a certificate authorizing him to 
take delivery of such additional amounts. 

The application therefor shall be made to the 
Board upon OPA Form R-315 by the consumer 
personally or by an adult member of his family 
unit, or by an authorized agent, and shall be ac- 
companied by a doctor’s certificate explaining why 
additional sugar is needed and stating the amount 
required. The Board in a proper case shall grant 
the application. 





NEWS ITEMS 

Asst. Surgeon Spurgeon M. Wingo of the United 
States Public Health Service has been relieved from 
duty in New Orleans. Asst. Surgeon Bruce Comi- 
nole has been ordered to the Marine Hospital, and 
Past Asst. Surgeon M. M. Greenbaum and Past 
Asst. Surgeon H. C. Philips have been ordered to 
the District Coast Guard Office, 8th Naval District, 
New Orleans. 


The Van Patten Pharmaceutical Company has 
issued a 40-page monograph on hypertension. 
This is a splendid resumé of the modern treatment 
of hypertension which is complete, together with 
an extensive bibliography. Copies of this book 
may be obtained from the company by addressing 
them at 54 West Illinois Street, Chicago. 

The United China Relief, 190 Broadway, New 
York, announces that doctors and nurses in China’s 
Northwest are now growing plants that produce 
needed drugs. 

Dr. Louis A. Monte, New Orleans, Governor of 
the American College of Chest Physicians for 
Louisiana, announces that the 1943 meeting of this 
erganization has been cancelled on account of the 
war conditions. 

Brigadier General Hugh Morgan, United States 
Army, and Commander E. L. Bortz, United States 
Naval Reserve, spoke on the occasion of the giving 
of two Army-Navy “E” production awards to the 
pharmaceutical and biological laboratories of Sharp 
and Dohme. 

The Executive Board of the American Public 
Health Association announces that the Association 
will sponsor a three-day Wartime Public Health 
Conference in New York City, October 12, 13 and 
14. The 72nd Annual Business Meeting of the 
Association will be held in connection with it. 

The Conference program will be devoted exclu- 
sively to wartime emergency problems as they af- 
fect public health and the public health profession. 


The Executive Committee of NTA has announced 
that there will be no annual meeting of the asso- 
ciation in 1943. This action was taken at the re- 
quest of the Office of Defense Transportation. The 
meeting was scheduled to be held in Detroit in 
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June. The Board Meeting will be held, however, 
and according to present plans, in St. Louis, May 
4-5. There will also be a meeting at this same time 
of the council of the American Trudeau Society and 
the executive and advisory committees of the Na- 
tional Conference of Tuberculosis Secretaries. 


ANNUAL MEETINGS 
Louisiana Tuberculosis Association, April 20-21. 
Place—New Orleans. More details in next issue. 
Louisiana Conference of Social Welfare, Monroe, 
April 28-29-30. 

Regional Welfare Conferences: Region 6—Crow- 
ley, March 12. Region 10—New Orleans, April 2. 
AMERICAN COLLEGE OF PHYSICIANS 

The American College of Physicians will hold a 
regional meeting in New Orleans, April 16-17. A 
distinguished group of speakers will appear on the 
program. Some of its speakers include Brigadier 
General C. C. Hillman of the Surgeon General’s 
Office; Lieutenant Colonel H. M. Thomas, Medical 
Consultant, Fourth Service Command; Lieutenant 
Colonel Walter Bauer, Medical Consultant, Eighth 
Service Command; Dr. Mark F. Boyd of the Inter- 
national Health Division, Rockefeller Foundation; 
Captain B. Groesbeck, M. C., United States Navy, 
Naval Air Training Center; Lieutenant Command- 
er E. L. Bortz of the Naval Hospital, Philadelphia; 
Dr. A. A. Blair of Fort Smith; Dr. Chauncey Leake 
of Galveston; Dr. M. D. Hargrove of Shreveport; 
Dr. Ralph Bowen of Houston; Dr. J. R. Maxfield 
of Dallas; Colonel L. E. Hart, Eighth Service 
Command, surgeon, and others. Clinics will be 
given by the local Fellows of the College of Phy- 
sicians as well. The banquet will be held the 
right of Friday, April 16. 

Dr. Edgar Hull is the Chairman of the local 
Committee that has organized the program for this 
meeting. 
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SCHOOL OF MEDICINE, LOUISIANA STATE 
UNIVERSITY 

The Dean’s office of the Louisiana State Univer- 
sity School of Medicine announces that Franklyn 
Bliss Snyder, Ph. D., Litt. D., LL. D., L. H. D., 
President of Northwestern University, Chicago, 
was the Commencement Speaker at the graduation 
exercises of the School of Medicine, which took 
place in New Orleans Wednesday, March 10, at 
8:00 p. m., in the Muncipal Auditorium. Dr. Sny- 
der spoke on the following subject: An Incident 
in the History of Fort Ticonderoga. . 

Dr. Snyder has held the presidency of North- 
western University since September 1, 1939. His 
appointment to this office marked the completion 
of his thirtieth year of service at the University. 
He joined the faculty of Northwestern’s College of 
Liberal Arts in 1909, as an instructor of English, 
and served in that capacity for two years. From 
1911 to 1913 he held the rank of assistant pro- 
fessor, from 1913 to 1918 that of associate profes- 
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sor, and since 1918 has held the rank of professor 
of English. 

In 1934 Dr. Snyder was appointed dean of the 
Graduate School by President Scott, who preceded 
him as President of the University. In 1947, Dr. 
Snyder became vice-president and dean of faculties 
of the University, when that office was created by 
the Board of Trustees. 

Dr. Snyder’s research in Scottish literature has 
won for him many honors, including election to the 
Society of Antiquaries of Scotland. Among his 
best known publications in this field are his Life 
of Robert Burns, and Robert Burns—His Personal- 
ity, His Reputation and His Art, both acclaimed as 
outstanding works on Scotland’s famous poet. 

He is also the author or editor of several stand- 
ard college texts in literature, including A Book of 
English Literature (with R. G. Martin) and A 
Book of American Literature (with E. D. Snyder), 
and is a frequent contributor to English journals 
and magazines. 

Dr. Snyder, who was born in Middletown, Con- 
necticut, July 26, 1884, received a bachelor’s degree 
from Beloit College in 1905, a master’s degree from 
Harvard in 1907, and a doctorate of philosophy 
from Harvard in 1909. He was granted the hon- 
orary degree of Doctor of Laws bv Beloit in 1935. 

Dr. Snyder is a member of the Modern Language 
Association of America, the American Association 
of University Professors, and Phi Beta Kappa, 
Sigma Chi, and Delta Sigma Rho fraternities. 
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CORRESPONDENCE 


National Headquarters 
Selective Service System 
March 18, 1943 


Editor-in-Chief, New Orleans Medical and 
Surgical Journal 
1430 Tulane Avenue 
New Orleans, Louisiana 
Subject: Medical Circular No. 3 
Dear Doctor Musser: 

Enclosed please find Medical Circular No. 3 
which is self-explanatory. It is the opinion of this 
headquarters that this circular will be of interest 
to you and your readers. 

As you know, the demands on the medical pro- 
fession are unbelievably great and the number of 
doctors entering the military service very large. 
Since Pearl Harbor the quotas have been increas- 
ingly large, thus the number of men to be exam- 
ined each month is in proportion. Under the cir- 
cumstances it is impossible for the examining 
physicians of Selective Service to carry out the 
complete physical examination of all registrants. 

Medical Circular No. 3 sets forth the reasons 
for the adoption of the system employed; it also cov- 
ers the Selective Service Regulations and the List 
of Manifestly Disqualifying Defects, Deficiencies, 
Disorders and Diseases. 
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Selective Service is much impressed with the de- 
votion and the patriotism of its examining physi- 
cians and dentists. As you no doubt know these 
professional men in Selective Service are making 
the preliminary examination of registrants who are 
to be inducted into all branches of the military serv- 
ice. This represents a national service of great 
magnitude and importance. 

Publication of the circular, or portions thereof, 
together with an editorial on the value of the serv- 
ice and appreciation of the work of the medical 
profession, might be very worthwhile. 

For The Director, 
L. G. Rowntree (Colonel Med-Res.) 
Chief, Medical Division. 
ok cd a vk 

Editorial Comment: The Journal is very glad 
indeed to publish this letter emanating from Col- 
onel L. G. Rowntree, Chief of the Medical Division 
of the Selective Service System. The Journal has 
already commented several times editorially on 
the last paragraph of this letter. The Journal 
feels very definitely that the uncompensated hours 
of work that the doctors who are making examina- 
tions for selective service have given to the cause 
of this country is of such value that it is abso- 
lutely impossible to estimate it in terms of dollars 
and cents. Doctors wo are making these exami- 
nations have given their time freely and willingly 
without complaints of any kind. They have done 
and are doing work which is unsung and unpub- 
licized. It is a tremendous and great contribution 
to the winning of this war. 

Medical Circular Number 3 can not be published 
in toto. Suffice it to print the statement made by 
General Lewis B. Hershey on page one. He pointed 
out that this circular may be obtained from the 
office of Selective Service by any physician. For 
the information of the doctor who is not a member 
ef the local board, appeal board, or induction board, 
and is not an examining physician, the information 
contained in the circular may be of great interest 
to him and it would give him information which 
he could convey to his patients or those people 
who would question him about their chances of 
being accepted by draft boards. General Hershey’s 
notations are as follows: 

* * * &* 
National Headquarters 
Selective Service System 
Washington, D. C. 
March 1, 1943. 
To: State Directors. 
Local Boards. 
Appeal Boards. 
Medical Advisory Boards. 
Examining Physicians and Dentists of Select- 
ive Service. 

The purpose of this circular is to guide physi- 
cians and dentists in the preliminary physical ex- 
amination of registrants to the end that all selec- 
tees will be physically examined and processed lo- 
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cally in like manner. The following pages furnish 
the reasons for the adoption of the present sys- 
tem of examination by Selective Service, the in- 
structions covering the preliminary physical ex- 
aminations, section 623.33 (revised) of the regu- 
lations, and revised List of Defects (DDS Form 
220). It is hoped that each examining physician 
and dentist will study carefully his personal copy 
of the circular—familiarize himself thoroughly 
with the details of the examination, as well as with 
the lists, and then adhere rigidly to the regula- 
tions. The objective is to disqualify all registrants 
loeally who have manifestly disqualifying defects 
and forward all qualified registrants to the exam- 
ining and inducton station. 

This Medical Circular No. 3 affords the wel- 
comed opportunity to express to the examining 
nhysicians and dentists of the Selective Service 
System, the appreciation of this Headquarters for 
their loyal and valuable professional service which 
has proved of the utmost importance in helping 
the Nation to meet its wartime needs. 

Lewis B. Hershey, Director. 


The Journal would like to cail attention to the 
last paragraph, which substantiates what has been 
said by Colonel Rowntree in his letter and what has 
just been presented in the editorial comment. 


o 





THE INSTITUTE FOR MENTAL HYGIENE 

The New Orleans Institute for Mental Hygiene, 
made possible by the generosity of Mr. Samuel 
Zemurray, recently dedicated their new home at 


1737 Prytania Street. On the afternoon of March 
25, there was open house where a reception was 
held in the new institution; the building was in- 
spected by many friends of the organization. 
Thursday night, Rev. Thomas V. Moore, O. S. B., 
Professor of Psychology at the Catholic University 
of America, lectured in the Hutchinson Memorial 
Auditorium on the subject of “The Child Guidance 
Center and its Service to the Community.” On 
Friday, March 26, at the same time and same 
place, Dr. Robert L. Sutherland, Director of the 
Hogg Foundation, University of Texas, spoke on 
“Social Gains in War Time.” 
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INFECTIOUS DISEASES IN LOUISIANA 


For the week which came to an end on February 
13, the Louisiana State Department of Health in 
their weekly morbidity report, listed a larger num- 
ber of reportable diseases than for a longer period 
of time. As is customary, syphilis led all the other 
diseases in numbers, with 260 cases. Other dis- 
eases occurring in number greater than 10 include 
92 of measles, 92 of gonorrhea, 44 of chickenpox, 
38 of mumps, 26 of pulmonary tuberculosis, and 
11 of meningococcus meningitis. Ten of these 
cases of meningitis were in army camps. It is of 
interest to note that there were 98 cases of un- 
classified pneumonia, a disease which at the present 
moment does not have any official nomenclature, 
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and which is sometimes spoken of as virus pneu- 
monia, as atypical pneumonia, or non-specific pneu- 
monitis or whatnot. The following week ending 
February 20 saw 342 cases of syphilis followed by 
136 of gonorrhea, 127 of measles, 50 of mumps, 27 
of pulmonary tuberculosis, 21 of influenza, 18 of 
chancroid, 12 of whooping cough, and 11 of hook- 
worm infestation. There were 23 cases of unclas- 
sified pneumonia in this week. Two cases of ty- 
phus fever were also listed, as were five of mala- 
ria. Meningitis cases diminished to four. For the 
week which closed February 27, gonorrhea for the 
first time led all other reportable diseases with 
339 listed, 266 of which cases were reported by the 
military authorities. Syphilis was next in number 
with 213 cases, followed by 99 of measles, 33 of 
mumps, 24 of tuberculosis, 15 of chancroid, 12 of 
scarlet fever and influenza, and 10 of chickenpox. 
There were 36 cases of unclassified pneumonia this 
week, four of meningitis, and four of typhus fever. 

The week which closed March 6 finds that the 
State Department of Health has changed the char- 
acter of their morbidity reports. Announcement is 
made that from now on the venereal diseases will 
be reported only once a month. Of the other re- 
portable diseases, it might be said that measles is 
mildly epidemic in the State as there were 178 
cases reported this week, followéd by 37 of mumps, 
16 each of pulmonary tuberculosis and meningo- 
coccus meningitis, 11 each of scarlet fever and 
tuberculosis other than pulmonary, and 10 cases 
of chickenpox. The large number of these menin- 
gococcus meningitis cases was due to the fact that 
12 cases were reported from military sources. For 
the week which terminated on March 13, there 
were listed 206 cases of measles, 56 of mumps, 
24 of chickenpox, 23 of tuberculosis other than pul- 
monary, 13 each of pulmonary tuberculosis and 
neningitis, and 11 of influenza. One hundred and 
twenty-six cases of measles developed in the army 
camps of the State, as well as 55 of mumps and 
nine of meningitis. 

NATIONAL MEDICAL CONFERENCE ON 

MEDICAL SERVICE 

The following excerpt is from an address deliv- 
ered by Dr. A. W. Adson, Rochester, Minnesota, 
which seems worthy of publication: 

The functions of acquainting the public on mat- 
ters of medical interest, assisting bureaus in for- 
mulating plans on medical care and offering con- 
structive advice on proposed medical legislation 
rightfully belong to the national organization 
known as the American Medical Association. They 
could be assigned to the National Physician’s Com- 
mittee, or they might even be undertaken by unify- 
ing the activities of the various state committees 
on public policy and legislation. Representative 
committees could be appointed for each of the eom- 
ponent societies, county, state, and national. These 
could all be so integrated that national opinion and 
advice could be obtained and made available for 
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committee hearings on legislation within a few 
hours’ time. Through the national, state, and 
county committees the entire profession could be 
informed of proposed medical legislation. Thus, 
the local constituents of the respective state and 
federal legislators could express their views be- 
fore legislation is enacted. Some states already 
have medical advisory committees from each coun- 
ty. They also have state medical committees on 
public policy with a physician as_ part-time 
executive chairman assisted by legal counsel. A 
national committee constructed on the same plan 
as these state committees would have to be cre- 
ated. -A physician who has practiced medicine 
should be chosen as the executive chairman. Both 
he and his legal counsel would need to be stationed 
in our national capital. The expense of the na- 
tional committee on public policy could be financed 
by one of three agencies, the American Medical 
Association, the National Physicians’ Committee, 
or the respective state organizations bearing the 
expense jointly. It would appear more equitable 
if each physician would be assessed each year for 
the specific purpose of maintaining a national 
committee on public policy and legislation. 

WAR CONFERENCE OF INDUSTRIAL PHY- 
SICIANS AND SURGEONS AND HYGIENISTS 

The medical, surgical and industrial hygiene ex- 
perts who are so ably safeguarding the well-being 
f more than 20 million industrial workers have 
agreed to pool their knowledge and exchange their 
experiences regarding the many new and complex 
problems of today’s wartime production. For this 
purpose their organizations— 

The American Association of Industrial Physi- 
cians and Surgeons, 

The American Industrial Hygiene Association, 
and 

The National Conference of Governmental Hy- 
gienists—are combining their annual meetings in 
a four-day “WAR CONFERENCE” at Rochester, 
New York, May 24-27, 1943. Among the prob- 
lems to be discussed from a practical standpoint 
are; 

The mass entry of women into industry; 

Older-age employees, with their various associ- 
ated problems; proper placement and employability 
consideration of the 4F rejectees; 

Rehabilitation and proper employment of those 
already discharged from the military services be- 
cause of disabling conditions; 

Toxic and other hazards from new substances, 
new processes, and the use of substitute materials; 

Absenteeism, fatigue; nutrition; 

Effects of long hours; double shifts; two-job 
workers; overtime; increased industrial accident 
rates; 

Advances in the treatment of illnesses and in- 
juries, and many others. 

This joint meeting will be a report on the state 
of the nation, by the men who know, in matters 
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of industrial health. Dr. William A. Sawyer, Med- 
ical Director of Eastman Kodak, is General Chair- 
man; Dr. James H. Sterner and Lieut. Comm. J. 
J. Bloomfield are arranging the programs for the 
industrial hygienists. 

Physicians and surgeons, hygienists, engineers, 
nurses, executives—all who are interested in the 
problems of industrial health and their solution— 
are invited to attend as many of the sessions as 
they can arrange for; no registration fee is re- 
quired. 





as 

The Fourth International Assembly of the Inter- 
national College of Surgeons will be held on June 
14, 15 and 16 at the Waldorf Astoria Hotel in 
New York City, it is announced by Dr. Fred H. 
Albee, International President. The program 
which will be devoted to war surgery and rehabili- 
tation will no doubt be followed with great inter- 
est throughout the nation and elsewhere not only 
by those directly connected with medicine, but also 
by the lay public as well. 

AMERICAN BOARD OF OBSTETRICS AND 

GYNECOLOGY 

The general oral and pathological examinations 
(Part II) for all candidates will be conducted at 
Pittsburgh, Pennsylvania, by the entire Board from 
Thursday, May 20, through Tuesday, May 26, 
1943. The Hotel Schenley in Pittsburgh will be 
the headquarters for the Board, and formal notice 
of the exact time of each candidate’s examination 
will be sent him several weeks in advance of th: 
examination dates. Hotel reservations may be made 
by writing direct to the Hotel. 


DR. JOSEPH BENJAMIN THOMPSON 
(1874-1943) 

Dr. Joseph Benjamin Thompson, Bogalusa, was 
born in Philadelphia, Mississippi, March 2, 1874. 
He received his M. D. degree from the University 
of South in 1905, and located and practiced in 
Washington Parish from 1905 to date of his death. 
He died on January 6, 1943. 
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DR. GEORGE S. BROWN 
(1867-1943) 

Dr. George S. Brown of New Orleans died on 
Saturday, March 20, after a comparatively short 
illness. Dr. Brown for many years was a mem- 
ber of the State Medical Society. He was, in his 
active days, one of the best known physicians in 
the City of New Orleans. He graduated from Tu- 
lane from the School of Pharmacy, and 15 years 
afterwards obtained the Degree of Doctor of Med- 
icine. He was for many years a member of the 
State Board of Pharmacy, and at one time was 
professor of materia medica at Tulane. He was a 
pioneer worker in the field of tuberculosis, and 
was one of the active members of Miss. Kate Gor- 
don’s Anti-Tuberculosis League which he helped 
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organize some 30 years ago. He was on the staff 
of the institution up to the time of his death. 

The following tribute to the memory of Dr. 
Brown is republished from the Times-Picayune. 
It is illustrative of the respect and admiration 
which Dr. Brown was able to inculcate in his 
friends and patients. 

“In the passing of Dr. George S. Brown our com- 
munity has lost one of its most useful workers in 
the cause of tuberculosis control, and the poor and 
those ill in mind and body, a strong champion. 
With his passing, another break appears in the 
ranks of the pioneer tuberculosis workers of our 
city and it will not be mended, for such workers 
as Dr. Brown take with them when they go, as 
they brought with them when they came, some- 
thing rare, original and irretrievable. Their work 
is immortal, an ideal and challenge to those who 
follow, but the intimate touch, the fine clear stamp 
of personality is missing. Dr. Brown possessed 
an able mind balanced by a deep and warm in- 
terest in humanity. His creed was kindness and 
he gave in word and deed and expression full 
measure of his kindliness. He was kind, never 
from policy but because kindness was the soul of 
him. As a clinician of the Orleans Anti-Tuberculo- 
sis League Clinic he will be mourned by many of 
his patients to whom it was always “Dr. Brown’s 
clinic, Dr. Brown’s medicine, Dr. Brown’s hospital.” 
For these he never forgot to “keep a voice that 
shall speak at all times the thoughts of a strong 
heart” and so for many years he heartened the 
weak and ill. He has left them now and may they 
be comforted in remembering.” 

“Thou hast the best that heaven itself 
Can give thee, rest. 

Rest from all wearying thoughts and things. 
How many a poor one’s blessing 

Followed thee beneath that low green tent 
Whose curtain never outward swings.” 

Mary I. Doherty. 
DR. ALBERT JOHNSON NEWMAN 
(1880-1943) 

Dr. Newman died on the morning of March 27, 
after a short illness, as result of meningococcus 
meningitis. 

Dr. Newman was born in Amite County, Missis- 
sippi, subsequently settled in Hammond, Louisi- 
ana, where for many years he was city health 
officer. He practiced medicine in St. Helena and 
Tangipahoa parishes for thirty-eight years and 
for twenty-two years in the city of Hammond. He 
was always active in organized medicine and at 
one time was president of the Florida Parish Med- 
ical Society. He was also a member of the Ameri- 
can Medical Association, Masonic Lodge, the Order 
of the Eastern Star and the Woodmen of the 
World. He was active in the affairs of the Bap- 
tist Church. Surviving Dr. Newman are his wid- 
ow, three sons, three daughters and five grand- 
children. 





DR. J. HOLMES SMITH 
(1883-1943) 

Dr. Smith died, after a few weeks’ illness, March 
27, as a result of a cerebral neoplasm. 

Dr. Smith graduated from the University of 
Maryland in 1905 and came to New Orleans a 
few years later, to practice his profession. He 
was a member of the State Medical Society and 
the American Medical Association since 1921. For 
over twenty years he was one of the teachers at 
Tulane University and during this period of time 
he conducted regularly and efficienty one of the 
medical out-patient clinics at Charity Hospital. 

The death of Dr. Smith will leave a void which 
will be hard to fill. He was an enthusiastic teach- 
er and those students with whom he came in con- 
tact benefited and profited materially by that 
which he gave them. He was always an attentive 
and sincere practitioner of medicine. He gave 
to his patients his skill, his time and affection. 
In every respect he was a splendid doctor. His 
friends will mourn with his wife and children the 
demise of this splendid character. 


ELEN AIL 
WOMAN’S AUXILIARY 





THE STATE CONVENTION 


The biggest News-Of-The-Month so far as Aux- 
iliary members are concerned pertains to the an- 
nual convention. And it is not very good news, 
for there will be no convention in the grand man- 
ner of the past as we have known them in Lovu- 
isiana. But it is all very fitting and proper, for 
everything in the grand manner is “out” as long 
as the world is in such turmoil and distress. 

There will be no meeting of the Auxiliary as a 
whole. The Executive Board will meet at 10:00 
a. m., May 3, in the Law Building Auditorium on 
the L. S. U. Campus. All Auxiliary members will 
be welcome to attend this Board meeting, also the 
luncheon that will follow in the faculty club at 1:00 
p. m., and the afternoon session of the Board which 
will follow the luncheon. Auxiliary members may 
take part in Board proceedings as they will auto- 
matically become members of the Board. Follow- 
ing the afternoon session there will be a tea in 
honor of the new President, Mrs. George Taquino, 
at the home of Mrs. Cecil Lorio in Dalrymple Drive. 
The Medical Society has invited the Auxiliary 
members to attend their meeting at seven-thirty 
in the evening. 


Transportation to the Law Building will be fur- 
nished by the Baton Rouge Auxiliary, which is a 
very gracious gesture in this time of gasoline ra- 
tioning. In fact, since jotting down the plans for 
this one day it looks as though there will be many 
attractive and interesting items crowded into a 
short space of time, and as though the Baton Rouge 
members are going to be delightful hostesses, war 
or no war. 
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Here is a very important request made by Mrs. 
Arthur David Long, of Baton Rouge, General Con- 
yention Chairman. Because of food rationing it 
will be necessary for each person who plans to at- 
tend the meeting to notify Mrs. Long, at 1367 
Steele Blvd., Baton Rouge, by April 15, of such 
intention. This is absolutely necessary in order 
that sufficient food may be provided. So, if you 
do not want to be on “the outside, looking in,” at 
that luncheon, drop Mrs. 
April 15. 

Mrs. Clarence B. Erickson, State President, asks 
that all officers and committee chairmen send their 
annual reports, in duplicate, to her at 432 Herndon 
St., Shreveport, by April 10. 

For the benefit of those who read as they run— 
end nearly every one is running these days—here 
is the convention data at a glance: 

April 10 

Officers and committee chairmen have reports 

in duplicate in hands of Mrs. Erickson. 
April 15 

Every one who plans to attend convention have 
notice of such intention in hands of Mrs. Arthur 
David Long, Jr., 1367 Steele Boulevard, Baton 
Rouge. 

May 3 

8:30 a. m.—Registration, Lobby of Heidelberg 

Hotel, Baton Rouge. 


Long a card before ° 
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10:00 a. m.—Executive Board meeting (all Aux- 
iliary members participating) Law Building Audi- 
torium, L. S. U. Campus. 


1:00 p. m.—Buffet luncheon (for all who have 
notified Mrs. Long) Faculty Club. 


2:30 p. m.—Executive Board Meeting — Law 
Building—All Auxiliary members participating. 


4:00 p. m.—Tea, honoring Mrs. George Taquino, 
at home of Mrs. Cecil Lorio, Dalrymple Drive. 


7:30 p. m.—Open Meeting of Medical Society— 
Heidelberg Hotel. Transportation to meetings on 
Campus and tea, furnished by Baton Rouge Aux- 
liary. 


* * * &* 


News from the Auxiliaries this month is brief. 
The Baton Rouge group was hostess to Mrs. Erick- 
son on March 12 when she met with them to plan 
for the convention. 


Mrs. MacHenry of Monroe sent in an interesting 
report of the March meeting of her Auxiliary when 
a good program and lovely luncheon were enjoyed. 

The Orleans Parish group was hostess to 
wives of doctors from over the country who 
attended the Graduate Medical Assembly. Doc- 
tors’ wives all over the State are busy with Red 
Cross, A. W. V. S., U. S. O and other forms of 


war work. 





4. 
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BOOK REVIEWS 


Treatment of Fractures: By Guy A. Caldwell, M. 
D., F. A. C. S. New York, Paul B. Hoeber, Inc., 
1943. Par. Ip. 303 illus. Price, $5.00. 


The author’s experience in the handling of frac- 
tures as well as in teaching medical students, in- 
terns and residents has more than amply qualified 
him to prepare this work. His long experience and 
continued interest in the care of compound frac- 
tures and war wounds as well as research carried 
out on the use of sulfonamides for the prevention 
and treatment of infections in compound fractures 
particularly enhance the value of the work. 

This book has been written to meet the needs of 
the medical student, intern, resident, practitioner, 
and the military surgeon at war. Because so many 
different methods and gadgets have been described 
in the literature it is impossible for the average 
physician to know the method of choice in a given 
case. The author has selected and presented the 
simple and proved methods for use in the case at 
hand. Methods of traction as well as methods for 
reduction and splinting of simple and compound 
fractures and dislocations are clearly illustrated 
with line drawings. 

Specific injuries are presented under their re- 
spective chapters in a clear cut manner so that 


even the beginner will have no difficulty in deter- 
mining the best method to choose in a given case. 


An unusual and valuable feature of the book 
is the manner in which compound fractures are 
presented. In addition to a chapter on the consid- 
eration of compound fractures in general, there is 
a special section on compound fractures for each 
bone. 


The latest developments in chemotherapy and the 
results of all actual experience in war wounds in 
this war to date have been incorporated into the 
book. 

Medical students, practitioners and military sur- 
geons interested in fractures will find in this book 
a concise presentation of the best principles and 
latest developments in the treatment of fractures. 


RuFrus H. ALLDREDGE, M. D. 


Oo 


Synopsis of Pathology: By W. A. D. Anderson, 
M.A., M.D. St. Louis, C. V. Mosby Company, 
1942. Pp. 661, illus., p. 1. Price, $6.00. 

This book is one of the series of synopsis of 
various subjects written by authorities in each 
of their respective fields. The purpose of this 
book is not to discuss completely any of the sub- 
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jects which are included in this series, but to dis- 
cuss them briefly. 

It is pointed out by the author that the com- 
plexity of the subject of pathology as related to 
biochemistry, physiology, bacteriology and other 
disease processes makes mandatory the publication 
of such a synopsis for general use. 

Presentation of the subject matter is very con- 
cise and the descriptions are very clear. In places, 
the description of the disease processes is limited 
to a single sentence or paragraph. The purpose of 
these short descriptions is to present the less fre- 
quent disease or pathological changes so as to make 
the book more complete. The subject matter is 
adequately supplemented with excellent photo- 
graphs, the clarity of which are equal to any which 
the reviewer has seen in any other similar publi- 
cation. In addition to the black and white photo- 
graphs there are numerous excellent color plates, 
but the quality of the color plates does not quite 
equal that of the black and white photographs. 

The descriptions and discussions presented are 
supplemented by a bibliography which supplement 
the brief accounts given here. 


This book cannot be considered a complete text 
of pathology and it was not intended that it should 
be. The main value will be in recalling to mind 
the essential part of any description of the path- 


ological disease under discussion. For more ade- 
quate discussion and descriptions recourse to more 
complete work, is necessary. However, this book 
should serve as an adjunct to the usual pathology 
text books. 

ALFRED B. LONGACRE, M. D. 


Medical Parasitology: By James T. Culbertson. 
New York, Columbia University Press, 1942. 
Pp. 285. Price, $4.25. 

With the increased recognition of the signifi- 
cance and practical importance of parasitic organ- 
isms in the réle of human disease-producing agents, 
it is understandable that there should be new 
publications in this field. “Medical Parasitology” 
provides information on animal parasites for use 
in medical schools. The author states that its aim 
is practical and that the zoological aspects of the 
subject have been restricted. 

After a brief Introduction, Part I, entitled “Gen- 
eral Considerations,” presents an admirable orien- 
tation on infection, epidemiology, natural resistance 
and acquired immunity, diagnosis, specific therapy 
and prophylaxis. These chapters stimulate interest 
in the subject matter presented in Part II, infec- 
tions caused by animal parasites. This second part 
includes seven chapters in protozoa, four on hel- 


minths and two on arthropods. Following this in- 
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formation there is an appendix on technical meth- 
ods, a brief bibliography and a subject index, 

The data are logically presented and in several] 
instances are summarized in tabular form. There 
are 21 plates of photographs and sixteen figures, 
The former are poorly arranged and in some in- 
stances poorly selected. The line figures are uni- 
formly bad. In some instances they convey ideas 
contrary to present-day knowledge, as Fig. 5, page 
123, which completely ignores the cumulative 
knowledge on the exoerythrocytic phase of the 
malaria parasites. The accompanying text on the 
opposite page (p. 122), last sentence, is equally ~ 
inaccurate. Unfortunately there are numerous — 
errors of this type in basic information. ’ 

In evaluating the clinical aspects of the subject 
there is evidence that the author has made a seri- 
ous attempt to coordinate a considerable amount of 
scattered data. It is equally evident that this 
aspect of the subject is relatively unfamiliar to the 
author, else he would not have recommended intra- 
muscular injection of tartar emetic (Table IV, ~ 
page 56, unnumbered). Moreover, the inclusion of 
several atypical case reports detracts from the 
value of the presentation. 

The subject of medical parasitology is highly 
technical and is difficult to present in a form which 
can readily be utilized by the medical student. It 
is unfortunate that the volume under consideration 
fails to meet the test of dependable practical use. 

E. C. Faust, Pu. D. 


PUBLICATIONS RECEIVED 


The Williams & Wilkins Company, Baltimore: 
Obstetrical Practice, by Alfred C. Beck, M. D. 

Lea & Febiger, Philadelphia: Diseases of the © 
Nose, Throat and Ear, by William Lincoln Ballen- 
ger, M. D., F. A. C. S. and Howard Charles Ballen- 
ger, M. D., F. A. C. S. 

W. B. Saunders Company, Philadelphia and Lon- 
don: Burns, Shock, Wound Healing and Vascular 
Injuries, prepared under the auspices of the Com- 
mittee on Surgery of the Division of Medical Sci- 
ences of the National Research Council. Clinical 
Diagnosis by Laboratory Methods, by James Camp- 
bell Todd, Ph. B., M. D. and Arthur Hawley San- 
ford, A. M., M. D. The Principles and Practice 
of Obstetrics, by Joseph B. DeLee, A. M., M. D. 
and J. P. Greenhill, B. S., M. D. 

The Livingston Press, Livingston, New York: 
Rehabilitation of the Tuberculous, by H. A. Patti- 
<e. i. Da Fw em £2. 

American Medical Association, Chicago: Annual 
Reprint of the Reports of the Council on Pharmacy 
and Chemistry of the American Medical Associa- 
tion for 1941. 





